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Protect yourself in cross-examination when on the witness 
stand and in unfamiliar court-room procedures. This unique 
book, written by a professor of law who is also an exper- 
ienced trial lawyer, tells you exactly what your rights and 
duties are when called as an expert medical witness. It 
shows how the well-meaning but unwary physician-witness 
can be led into traps by a shrewd examiner—and how to 
avoid such traps. You'll find out how to answer a “loaded” 
question—when you don’t have to answer—what sort of 
advice and assistance you should expect from the attorney 
for your side of the case—what is expected of you on the 
witness stand—ete. 


™—__ USE HANDY SAUNDERS orDER FORM ON PAGE 100 ———> 


Eye, Ear, Nose and Throat 
Number 


Trenery Memorial Lecture 


A New SAUNDERS Book! Tracy’s 
The Doctor as a Witness 


Other questions which are fully and directly answered in- 
clude: Can the attorney for the other side ask a doctor- 
witness questions to test his knowledge of medicine?—Should 
the doctor-witness arrange in advance of the trial for the 
fee he is to be paid?—When are radiograms advisable as 
evidence in a court proceeding? Here is all the information 
the average physician will ever need to know about medico- 
legal matters. It will save you time, money and possible 
embarrassment to have this book in your library. 

By JOHN EVARTS TRACY, Professor of Law (Emeritus), University of 


Michigan. Author of Corporate F. i} Corp i Practice, Hand- 
book of the Law of Evidence, and The Successful Practice of Law. 221 
pages, 5%4”x8”. $4.25. New! 
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in arthritis, BUF FERIN. because... 


...in the majority of your arthritic cases BUFFERIN alone can safely 
and effectively provide adequate therapeutic control without resort- 
ing to the more dangerous cortisone-like drugs. 

... BUFFERIN is better tolerated by the stomach than aspirin, espe- 
cially among arthritics where a high dosage, long term salicylate 
regimen is indicated. 

... BUFFERIN provides more rapid and more uniform absorption of 
salicylate than enteric-coated aspirin. 

...even in the relatively few cases where steroids are necessary, use 
of BUFFERIN will allow proper flexibility for individual dosages. 

... BUFFERIN is more economical for the arthritic who requires a long 
period of medication. 

... BUFFERIN contains no sodium, thus massive doses can be safely 
given without fear of sodium accumulation or edema. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid 


5 grains, and the antacids magnesium carbonate and aluminum glycin< te. 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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the gitise of hypothyroidiom 


a “diagnostic map” that’s hard to read 


The symptoms of classical myxedema actually provide 
only a few sign posts in the vast territory of hypothyroid- 
ism. To find the path of correct treatment, “a high de- 
gree of suspicion for thyroid disorder remains the most 
important factor in diagnosis of any case.”? 


Feeding difficulties in infants, hirsutism, chronic colds, 
insomnia, marked morning fatigue with increased eve- 
ning alertness are some features not ordinarily associ- 
ated with hypothyroidism.?** Constipation, menstrual 
dysfunction, habitual abortion, dry skin and hair may 
be more quickly recognized and remedied by proper 
thyroid therapy. 


Whenever thyroid is indicated, Proloid, the improved 
thyroid, assures a smooth, predictable clinical response. 
Proloid is virtually pure thyroglobulin. Double assay, 
both chemical and biological, assures uniform potency 
and a consistent metabolic effect. 


Proloid is prescribed in the same dosage as ordinary 
thyroid and is available in 4, ¥%, 1, 1% and 5 grain 
tablets as well as powder. 


References: 1. Pickering, D. E., and Lusted, L. B.: GP 11:99 
(Feb.) 1955. 2. Perloff, W. H.: J.A.M.A. 157:651 (Feb.) 1955. 
3. Watson, B. A.: New York State J. Med. 54:2045 (July 15) 
1954. 4. Panos, T. C.: South. M. J. 48:527 (May) 1955. 
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WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


L. 56, Aprit 1957 
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The radiculodisk problem. 


James M. Eaton, D.O., F.A.C.O.S., Philadelphia, 


Pennsylvania 
The delimitation of paranoia as a clinical entity. 
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Pennsylvania 
Dipyrone for the relief of pain. 
Herbert D. Ramsay, M.S., D.O., Kansas City, 
souri 
Prevention of fetal wastage due to erythroblastosis. 
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M. Sc., F.A.C.N., Philadelphia, 
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Observations based on 10-year study of 1,311 cases of 


pedal phalangectomy. 
S. S. Schwartz, D.O., Kansas City, Missouri 
Tumors of the male breast. 
A. G. Reed, D.O., Tulsa, Oklahoma 
Editorials 
Notes and Comments 
Case Reports 
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following inflammation of the throat. 
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Osteomyelitis of the spine. 
Frederick J. Auwers, D.O., Dayton, Ohio 
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True B. Eveleth, D.O., Chicago, Illinois 


Proposed revision of the Code of Ethics of the Ameri- 


can Osteopathic Association. 
True B. Eveleth, D.O., Chicago, Illinois 
Current Literature 
Eye, Ear, Nose, and Throat Supplement 


Steroid therapy in diseases of the eye, ear, nose, and 


throat. 
W. Alan Wright, M.D., Brooklyn, N.Y. 
Cataract incisions and sutures. 
Clyde F. Gillett, D.O., Los Angeles, California 
Strabismus: A brief resume. 


William H. Lum, D.O., Providence, Rhode Island 
Recent advances in therapy of eye, ear, nose, and 


throat diseases. 
Jack Pessis, D.O., Los Angeles, California 
Book Reviews 


‘Published by the athic Association. 
Printed a Pioneer Publishing Company, LICATION OF- 
FICE, 10 . Kenilworth Ave.. Oak # seg Il EDITORIAL 
AND EXECUTIVE OFFICES, 212 E. Ohio St., Chicago 11, 
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for mailing at special rate of postage provided for in Section 
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tered at Oak Park, Ill., Post Office as second class matter April 
1, 1926, under the Act of March 3, 1879. 

should be addressed to 212 E. 
Ohio St., Chicago, Ill. CHANGE OF ADDRESS: If possible, 
clip address from mailing envelope of your copy of this maga- 
zine and send along with new address (with zone number if 
any). Allow 5 weeks for change-over. 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OsTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JouRNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 


2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct quota- 
tions. 

3. The author’s degrees and teaching affiliations should 
be given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front must also be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JouRNAL containing his article 
will be sent to the author on request. 


REPRINTS 
1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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METICORTELONE 
patients with allergic and inflammatory PREDNISOLONE 


eye disorders 


and their physicians deserve the benefits of 


(PREDNISOLONE) 
for patient for physician 
prompt relief of ocular dis- far smaller dosage than with oral hydrocortisone...no 
tress...no weight gain to undue worry about edema, sodium retention, potassium 
guard against...no difficult loss...patient cooperation assured...simplifies control of 
dietary rules a wide variety of inflammatory and allergic disorders 


buff-colored tablets of 1, 2.5 and 5 mg. ML-J-2076 METICORTELONE,® brand of prednisolone. 
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MEAD JOHNSON ANNOUNCES TWO NEW MEW 3ERgT 


WHEN THE PROBLEM IS CONSTIPATION WITH INADEQUATE Bow: m 


...AND TO AVOID CONSTIPATION OR PAINFUL DEFECATION WHEN BOWEL MOTILITES J 


JournaL A.O.A. 


J 
* 
? 
f j 
* > hes 


3ER@ THE COLACE PRODUCTS FAMILY 


BOWHE MOTILITY, PRESCRIBE NEW * 
CAPSULES 
SYRUP 


peristaltic stimulant — stool softener 
SOFTENS STOOLS AND STIMULATES PERISTALSIS 


For synergistic effect, Peri-Colace combines the stool softener Colace and a new 
peristaltic stimulant—Peristim, a standardized preparation of anthraquinone deriva- 
tives from cascara sagrada. 


The peristaltic stimulant is well tolerated and effective in low dosage. Because Colace 
keeps stools easy to pass, the required dosage of the stimulant is further lowered. 
Hence Peri-Colace acts gently. Bowel movement is usually induced in 8 to 12 hours. 
Incidence of griping, nausea and other side effects is minimal. 


NEW PERI-COLACE CAPSULES NEW PERI-COLACE SYRUP 


Each contains 100 mg. Colace Each tablespoon contains 60 mg. Colace 
and 30 mg. Peristim. and 30 mg. Peristim. Bottles of 8 fl. oz. 


Bottles of 30 and 60. Dosage: Children over 6 years, 
Dosage: 1 or 2 capsules at bedtime 1 to 3 teaspoons; adults, 1 to 2 tablespoons— 
or as indicated at bedtime or as indicated 


STILTS ADEQUATE, PRESCRIBE CAPSULES 
SYRUP 
LIQUID 


dioctyl sodium sulfosuccinate, 
Mead Johnson* 


SOFTENS STOOLS FOR EASY PASSAGE 


WITHOUT LAXATIVE ACTION * WITHOUT ADDING BULK 


By its surface-active properties, Colace increases the wetting efficiency of intestinal 
water and promotes the formation of oil-water emulsions. This keeps stools normally 
soft for easy, natural passage. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
*Patents pending 


Vou. 56, Aprit 1957 


22087 


#11375 #11377 


Ophthalmoscope Spot Retinoscope Ophthalmoscope Streak Retinoscope 
Medium handle Finoff Transilluminator Medium handle  Finoff Transilluminator 


#11376 #11378 


Ophthalmoscope Spot Retinoscope Ophthalmoscope Streak Retinoscope 
Large handle Finoff Transilluminator Large handle Finoff Transilluminator 


American Optical Company 


Instrument Division + Buffalo 15. N.Y. 


Journat A.O.4. 


a 
i 
DIAGNOSTIC SETS IN DURAFLEX CASES. UNSURPASSED 
| 
6 


Quatity / RESEARCH / INTEGRITY . 


release from anxiety 2 


ULTRAN 


@henaglycodol, Lilly) 


mild, safe tranquilizer ae 


anxiety quickly allayed 

The patient with vague symptoms, nervous and distressed under 
the burden of unsolved problems, finds release from anxiety 
and restoration of emotional composure. 


mental acuity not impaired 

Exhaustive psychological testing shows that recommended dos- 

age does not affect intellectual or motor abilities. ‘Ultran’ is the 

first drug for which this has been established by objective and ‘g 
Dosage: Usually, 1 pul- standardized quantitative tests. 


vule t.i.d. h i 
m n e 
Supplied: As attractive che canny uniqe 


turquoise-and-white pul- ‘Ultran’ is a new chemical compound, one of a group of butane- 
vules of 300 mg., in bot- diols synthesized at the Lilly Research Laboratories. It is not 
tles of 100. a modification of any other therapeutic agent. 


774030 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 


Vow. 56, Aprit 1937 7 
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Thorazine’ stops vomiting 


\ 


Whether caused by disease, 


Ampuls tox 


pregnancy, drugs, or irradiation . . . 
immediate effect-— 


severe nausea and vomiting keep iis ie your bag 


is promptly controlled by “Thorazine’. Alco 


syrup and suppositories. 


*T.M. Reg. ULS. Pat. Off. Smith, Kline & French 
for chlorpromazine, S.K.F. . Laboratories, Philadelphia 


Journat A.O.\. 


/ 
; 
! 
\ 
\ 
| 
= 
4 
# 
| 
bed | 
| 
| 


Improve the prognosis in fractures with 
“Premarin” with Methyltestosterone 


Healing of fractures is often delayed because impairment of osteoblastic activity 
due to declining sex hormone function causes the bone matrix to atrophy. . 


Older patients with fractures, particularly of the hip, respond well to combined 
estrogen-androgen therapy. The prognosis for bone recalcification is good provided 
treatment is continued for extended periods.* 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of Internal Medicine, ed. 2, New York, The 
Blakiston Company, Inc., 1954, chap. 98, pp. 702, 703. 


“PREMARIN? with METHYLTESTOSTERONE 


Excellent preparation for estrogen-androgen therapy 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada «= 


Vor. 56, Apris, 1957 
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New Carnation Instant, 
self-enriched, offers 


Significant advantages 
in low fat diet! 


1/4 more protein, 
richer flavor than 
ordinary nonfat milk 


Carnation Instant, new crystal form of 
nonfat milk brings a new dietary advantage 
— delicious self-enriched nonfat milk. 

One extra tablespoon of Carnation crystals 
per glass, or ¥3 cup extra crystals per 
quart, also provides significant nutritional 
advantages with no increase in liquid bulk. 


CONVENIENT, DELICIOUS 


New Carnation Instant mixes instantly in 
ice-cold water with a light stir. Ready to 
drink, at home or away from home — with 
self-enrichment providing far richer flavor 
than ordinary nonfat milk. . 


MORE PROTEIN 


Self-enriched Carnation Instant provides 
¥% more calcium, B-vitamins and protein 
than the usual nonfat milk — actually 
41.3 grams of essential protein per quart. 


YOUR PATIENTS enjoy self-enriched 
Carnation Instant. So will you. Ready 
instantly, fits into your busiest professional 
day. Rich in flavor, high in protein, 

low in fat. 


Journat A.O.A. 
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ANXIETY 


is a source of 
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MEPROBAMATE 


dicarbamate) 
Licensed under U.S. Pat. No. 2,724,720 


| 


“Many neglected anxiety newrotics become a medical and social burden. 


Confirmed hypochondriacs fill our offices and clinics clamoring for 


intervention by the doctor.... They create instability and unhappiness 


at home and communicate their own anxiety to their intimates.’” 


Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 


EQUANIL relieves the patient’s anxiety, lessens his muscular ,  graceiand, F.J.: Texas State J. Med, 51: 
299 (June) 1955. 


tension, encourages restful sleep’, providing an improved 2. Med. 54:1098 


Hypochondriasis is a manifestation of emotional unrest. 


attitude and wholesome rapport. 


anti-anxiety factor with muscle-relaxing action Phitedephia 1, Pa, 


— 
A = 
: 
| 
_ 
4 
Wieth 
a 


... part of every ///ness 


ANXIETY 


is part of 


MEPROBAMATE 
dicarbamate) 
Licensed under U.S. Pat. No. 2,724,720 


“.. the relationship of emotional stress to the onset of hypertension and 


to the anxiety which is frequently responsible for the aggravation of 


existing hypertension are well known. Personality study of the hyper- 


tensive patient often reveals a deep-seated conflict which stands in close 


relationship to anxiety.” 


Just as anxiety and tension are prominent facets of hyper- 
tension, so their control is a prominent part of total manage- 
ment. EQuaANiL expands the usual antihypertensive regimen 
by combating the complicating emotional unrest. Without 
specifically altering blood pressure, EQuanic relieves anxiety, 


lessens muscular tension, and fosters restful sleep.? 


In every patient ...a valuable adjunct to the customary therapy 


12 


Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 
1. Weiss, E., and English, O.S.: Psychoso- 


matic Medicine. W. B. Saunders Co., Phil- 
adelphia, 1949, p. 30 


(Oct.) 1955. 


anti-anxiety factor with muscle-relaxing action 
Wyeth 
® 
MN. Philadelphia 1, Pas 


Journat A.O.A. 
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...part of every ///ness 


ANXIETY 


is part of 


GASTROINTESTINAL 


fe 
Sere l 


MEPROBAMATE 


dicarbamate) 
Licensed under U.S. Patent No. 2,724,720 


“every variety of personality... may have psychosomatic disturbance of 
the gastrointestinal tract....We are persuaded from our own studies that 
emotional factors are the chief cause of gastrointestinal complaints. .. .’” 


The gastrointestinal tract is often a sounding-board for the Supplied: Tablets, 400 mg.., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 


emotions. In many of its disorders, from dyspepsia to colitis, 


1. Weiss, E., and Engish. 0.S.: Psychoso- 
matic Medicine. W Saunders Co., Phil- 


anxiety and tension are frequently both causative and aggra- adelphia, 1949, pp. 358-359. 
Northwest Med. 54:1098 


vative. EQUANIL is effective as a part of total management (ct) 1 


*Trademark 


because of its specific action against this complicating emo- 
tional stress. It allays anxiety, lessens muscular tension, and 


anti-anxiety factor with muscle-relaxing action 


In every patient . . . a valuable adjunct to the customary therapy | ne PR 


promotes restful sleep.” 


Vor. 56, Apri, 1957 
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utility” 


RHEUMATIC 
DISORDERS 


® 


MEPROBAMATE 
dicarbamate) 
—.! Licensed under U.S. Pat. No. 2,724,720 


Response to Meprobamate Therapy:' 


Disease Patients Percentage Benefited 

Rheumatoid spondylitis 21 90.4 

Fibrositis 20 85.0 

Cervical root syndrome 27 85.2 

Rheumatoid arthritis, mild 17 76.5 

Torticollis 5 80.0 

‘“Meprobamate [Equanit] has an outstanding utility in the 
rheumatic diseases where fibrositis is a predominant feature. 


ing, A.M.A., June 13, 1956. 


Itis capable of relieving the symptom of stiffness and thereby veleunn eed ond wuatie 


much or all of the pain....’! In addition to relaxing the 


skeletal muscles, EQUANIL relieves emotional tension and Wyeth 
® 
MEE Philadelphia 1, Pa. 


promotes restful sleep. 
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WORTH YOUR INVESTIGATION 


THE ,DIAPHRAGM 
WITH THE 


cONTOURING 


SPRING (ARCING TYPE) 


SIX REASONS WHY 
PHYSICIANS ARE RECOMMENDING 


p 1. Expressly designed to assure your patient ease of insertion and auto- 

4 matic placement. 

2. Conserves physician's time by reducing fitting and instruction period. 

3. Patients learn faster and develop greater confidence because of the ease 
with which they learn to place and use the diaphragm. 

4. Affords greater patient protection by locking in spermicidal lubricant 
and delivering it directly under and next to the os uteri. 

5. Folds behind pubic bone with suction-like action forming a more 
effective barrier. 

6. Simple to remove. 


When compressed, diaphragm forms into semi-curve or half-moon shape 
(Fig. 1) permitting it to pass easily along floor of the vagina beyond cervix 
(Fig. 2) without any difficulty. No mechanical inserter or introducer requir- 
ed (see Fig. 2) since the KORO-FLEX will not buckle or butterfly in form. 


KORO-FLEX (contouring) Diaphragm is ideal, not only where ordinary 
coilspring diaphragms are indicated but for Flat rim (Mensinga) type 
as well. 


May be used in cases of mild prolapse, cystocele or rectocele. 


Suggest the convenient 
KORO-FLEX COMPACT 60-95 mm 
Sanitary plastic bag with zipper closure. 
Diaphragm, tube KOROMEX Jelly (3 02z.), 
Cream (1 oz. trial size). 


Available at all prescription pharma- 
cies. Write for descriptive literature. 


Holland -Rantos Co., Inc. Manufacturers of KOROMEX Products, New York 13, N. Y. 


Vor. 56, 1957 
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AFTER ALMOST 
FIVE YEARS 
INVESTIGATION 
AND EXTENSIVE 
CLINICAL USE 
(MILLIONS 
PRESCRIPTIONS) 
THERE HAS NOT 
BEEN SINGLE 
REPORT 
FATAL REACTION 
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ANTIBIOTIC 


®Filmtab — Fiim-sealed tablets, Abbott; pat. applied for. 


This remarkable safety record stands un- 
paralleled in systemic antibiotic therapy 
today. In addition to being an unusually 
well-tolerated drug... ERYTHROCIN (com- 
pared to most other commonly-used anti- 
biotics) is virtually free of side effects. 


Still, with this virtual freedom from tox- 
icity, ERYTHROCIN is effective in the great 
majority of common, bacterial respiratory 
infections. In speaking of pneumonia, Her- 
rell said, “the lack of toxic manifestations 
following administration of erythromycin 
today actually favors its use over that of 
the broad-spectrum antibiotics in the treat- 
ment of this infection.” ! 


While discussing purulent cellulitis and 
sepsis due to staphylococci, Eastman, et al., 
mentioned erythromycin as a drug of first 
choice in treating these conditions.” 


Meanwhile, Solomon and Johnston stated, 
“in the staphylococcic and streptococcic in- 
fections, other than pneumonias, without 
exception the results of treatment with ery- 
thromycin were excellent.’ 


THERAPY 


You, too, can have these same good results 
in your everyday practice—plus the assur- 
ance of prescribing a drug proved to be 
exceptionally well-tolerated in almost five 
years’ use. Filmtab ERYTHROCIN Stearate 
(100 and 250 mg.), in bottles of 25 and 100. 


Erythrocin 


STEARATE (Erythromycin Stearate, Abbott) 


1. Herrell, W. E., Erythromycin, Antibiotics Mono- 
graphs, No. 1, p. 34,New York, Medical Encyclopedia 
Inc., 1955. 2. Eastman, G., Cook, E. and Bunn, P., 


N.Y. State J. Med., 56:241, 1956. 3. Solomon, S. Obbott 
and Johnston, B., Amer. J. Med. Sc., 230:660, 1955. 
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with peptonized iron 


for dependable 


hemopoietic response 


It is well-established that peptonized iron is vir- 
tually predigested. Anemias refractory to other 
forms of iron will often respond promptly to 
Livitamin. And the Livitamin formula, con- EACH FLUIDOUNCE CONTAINS: 

taining the B complex, provides integrated Iron peptonized ........+. 0.42Gm. 
therapy to correct the blood picture, and to 


improve appetite and digestion. Thiamine hydrochloride .. 10 mg. 
RiboMavin 2. 10 mg. 


jec* H Cobalamin Conc. 
Current studies* show Peptonized Iron (Vitamin By, activity). . 


—One-third as toxic as ferrous sulfate. Niacinamide ...... 
—Absorbed as well as ferrous sulfate. Pyridoxine hydrochloride 
—Non-astringent 
—Free from tendencies to disturb digestion. Rice bran extract ... 
(One-tenth as irritating to the gastric Inositol... ++ 
mucosa as ferrous sulfate.) Choline 


—Highly effective in iron-deficiency anemias. 


*Keith, J.H.: Utilization and Toxicity of Pep- The S. E. MASSENGILL Company 


tonized Iron and Ferrous Sulfate. Read before 
the American Association for the Advancement Bristol, Tennessee 
of Science, Atlanta, Georgia, December, 1955 New York Kansas City San Francisco 


20 mcg. 
50 mg. 
1 meg. 

5 mg. 

2 Gm. 

1 Gm. 
30 mg. 
60 mg. 


Journat A.O.A. 


A “re-view”’ of iron therapy 
& 
. . . 


BRAND 


color-calibrated 


the urine-sugar test with the color scale that never varies 


- full color calibration—standard blue-to-orange 
color scale does not omit the critical readings: 
(++); 1% (+++). 


easy-to-read colors—sharp distinctions give reliable 
readings, dependable reports. 


uniformly reliable—results you can trust, reports 


you can rely on. 


AMES COMPANY, INC - ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 22457 
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The answer... 


THE ORIGINAL FECAL SOFTENER 


IN CONSTIPATION 


Surface 55.0 
Tension 
Units 

45.04 

= Clinical and physicochemical research have 

2 40.0; established the optimal dosage for complete fecal 
7) softening. At a dosage of 240 mg. of dioctyl 

8 35.0; sodium sulfosuccinate once daily, surface tension 
* 30.0. lowering and homogenization reach the 

od maximum effective level (average daily excretion 
= 25.04 150-200 Gm.'). The chart indicates the need for 
a daily dosage of 240 mg. and substantiates the 
20.04 fact that no increase in fecal softening can be 
3 An obtained from additional quantities. 

10.0- 

5.0 
0 


0.1 0.2 G5 GA 0.5 


Doxinate Concentration % 
1. Best & Taylor, The Physiological Basis of Medical Practice, 6th Ed. 


i 
20 Journat A.O.A. 


to effective fecal softening | 


ONE CAPSULE DAILY 


provides 


MAXIMUM EFFECTIVENESS 
with 


PATIENT CONVENIENCE 
and ECONOMY 


In The Interest of Medicine Since 1870 


| 
Lloyd | BROTHERS INC., CINCINNATI, OHIO 


Vor. 50, Apert 1957 21 
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more than hope... 


When the contents of Pandora’s Box were released, 
Hope alone remained. To the allergic patient, 
faced with a veritable Pandora’s Box of discomforts, 
‘Perazil’ offers far more than hope. It gives 
ability to withstand allergens, without reactions. 


brand Chlorcyclizine Hydrochloride 


long-lasting action + exceptionally little side effect 


For children and adults: | SUGAR-COATED TABLETS OF 25 mg. 
SCORED (UNCOATED) TABLETS OF SO mg. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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PLAN EVERY ROOM WITH 


SHAMPAINE 
EQUIPMENT 


1920 S. JEFFERSO 
§T. LOUIS, MO. 


| 
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TRICHOMONAS 
MONILIA 
BACTERIA 


welcome clinical advance... 
effective medication 


in an appealing form 


Soft and pliant ag ies the Milibis vaginal suppository offers proved therapeutic 


action* in a vehicle giving unusual clinical advantages to both patients and physician. 


COVERS CERVIX AND VAGINAL WALL —The pliant Milibis suppository 
disintegrates readily and molds itself to the cervix as well as the 
columns and rugae of the vaginal vault. 


SHORT DOSAGE SCHEDULE-The short course of treatment with 
Milibis—only 10 suppositories in most cases—together with the clean, odorless, 
non-staining qualities eliminates psychic barriers which often interrupt 
longer treatments before complete cure. 


>. 

Suppositories 
SS Supplied: boxes of 10 


*97 per cent effective in a study by! 564 cases; 
ri 10 cases. 
LABORATORIES 94 per cent effective in a series 0: ca: 
New York 18, N.Y. 


Milibis (brand of glycobiarsol), trademark reg. U.S. Pat. Off. 
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A BETTER TECHNIQUE, 


FOR PATIENT UTENSILS. 


THE 


communicable diseases among patients and hospital personnel. 
Convenient and automatic, it washes and sanitizes three full sets of 
patients’ utensils in two loads ... at a speed well within the 

normal discharge-and-admission rate. Simple and economical 


to install and operate, the Washer-Sanitizer saves personnel time, 


reduces Utility Room clutter and assures uniform cleaning 


and sanitizing at less cost. 


For complete information on this new Utensil Technique, 
write for bulletin SC-321. 


PAMERICAN 
STERILIZER 


ERIE*PENNSYLVANIA 
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‘The American Utensil Washer-Sonitizer 


is available with stainless steel 
Utility Room clean-up counter or 
as the free-standing unit 

shown above. 
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THREE GENERATIONS OF DOCTORS 
HAVE PRESCRIBED ANTACID, EFFERVESCENT 


Sal Hepatica. 


Since 1897, doctors have consistently prescribed SAL HEPATica for | APERIENT 
prompt relief of intestinal stasis. When SAL HEPATICA is taken one- a” 


half hour before supper, relief is obtained before bedtime. When 
taken before breakfast results are usually achieved within an hour. LAXATIVE 


SAL HEPATICA acts so promptly because it is antacid and efferves- 
cent, lessening the emptying time of the stomach. Its osmotic action 
draws water into the intestine, providing a fluid bulk which is a CATHARTIC 
prompt but gentle stimulus to evacuation. 


Pleasant-tasting SAL HEPATICA acts without griping. Being antacid 
it relieves the hyperacidity frequently accompanying constipation. 


BRISTO L-MYE RS COo., 19 West 50 Street, New York 20, N.Y. 


Journat A.O.A. 


SY) | 
& is oO | 
/ 
| 
Sal 
— 


EVERYDAY... 


MORE AND MORE P 


CLINICALLY 
PROVED... 


multi-spectrum synergistically strengthened 
SIGMAMYCIN — for the widest variety of infec- 
tions seen regularly by the practicing physician 
... the greatest potential value with the least 
probable risk 


Sigmamycin provides the unsurpassed anti- 
microbial spectrum of tetracycline extended 
and potentiated with oleandomycin to include 
even resistant strains of certain pathogens — 
particularly resistant staphylococci — and to 
delay or prevent the emergence of new antibi- 
otic-resistant strains, thereby providing: 


(1) a new maximum in therapeutic effective- 
ness; (2) anew maximum in protection against 


HYSICIANS FIND ADDED > 
CERTAINTY WITH NEW, HIGHLY EFFECTIVE, 


OLEANDOMYCIN TETRACYCLINE 


ete 


microbial resistance; (3) a new maximum in 
safety and toleration. 


SIGMAMYCIN CAPSULES: 250 mg. (oleandomycin 
83 mg., tetracycline 167 mg.), bottles of 16 and 
100; 100 mg. (oleandomycin 33 mg., tetracycline 
67 mg.), bottles of 25 and 100. 


SIGMAMYCIN FOR ORAL SUSPENSION: 1.5 Gm., 
125 mg. per 5 cc. teaspoonful (oleandomycin 42 
mg., tetracycline 83 mg.) , mint flavored, bottles 
of 2 oz. Trademark 


PFIZER LABORATORIES, Brooklyn 6, N.Y. 
Division, Chas. Pfizer & Co., Inc. 


World leader in antibiotic development and production 
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History: "Her periods nad gwindled 
and suddenly» in three months' 4ime, 
a aches and pains: sweating and 
qa nasty gispositiom appeared- she 
4 peginning 4o be fat, flabby and 
did what no other medication nad: 
supplied ner with fortitude» helped 
ner see 1ife im proper perspectiv®: 
gecreased her appetite chased away 
ner apprehension: As she said, 
the drué ‘raised my spiritual 
ievel-'" 
: (From 4 case report by the patient’s physicians unposed photos ae 
of Mrs- take? during interview with the physician.) 
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for faster and higher 


initial tetracycline blood levels 


now ...the new phosphate complex of tetracycline 


Squibb Tetracycline Phosphate Complex 


the broad clinical spectrum of SUMYCIN against pathogenic organisms 


Gram Negative Bacteria Gram Positive Bacteria 
SUMYCIN 
the new phosphate complex of tetracycline 
SUMYCIN 
a single antibacterial antibiotic 
SUMYCIN 
a well tolerated antibiotic 
SUMYCIN 


a true broad spectrum antibiotic 


Minimum adult dose: 1 capsule q.i.d. 

Each Sumycin capsule contains the equivalent 
of 250 mg. tetracycline hydrochloride. 

Bottles of 16 and 100. 


i) Squibb Quality - the Priceless Ingredient 


*‘SUMYCIN’ IS A SQUIBB TRADEMARK 
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AND NON-INFECTIOUS 
THROAT INVOLVEMENTS: 
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IN ACUTE OTITIS MEDIA 
“NOT JUST ANOTHER 
NOT 
. 


@ Combination Therapy Approach to 


faster...more effective...more prolonged 


RHINITIS..NASOPHARYNGITIS 
SINUSITIS..NASAL CONGESTION 


due to upper respiratory infections and allergies 


MEASURED-DOSE NASAL NEBULI3 


Each ce. provides phenylephrine HC] 3.6 mg., neomycin sul- 
fate 1.5 mg. (equivalent to 1.0 mg. of neomycin base), and 
hydrocortisone 0.6 mg., in 10 ce. leakproof, spillproof vials with 
metered-dose valve and sterilizable plastic nasal adapter. 


VASOCONSTRICTIVE 
* DECONGESTIVE 


does not lead to cardiac or 
nervous stimulation. No sys- 

temic effects from any active e A N Ti B ACT E R | A L 
ingredient. Great penetrability 
permits small dosage. 


Medihaler-Phen is self-powered, measured-dose, vaporized, 
tissue-compatible medication for effective relief of all forms of 
nasal and paranasal congestion. Ingredients are blended, for 
the first time, with an inert, nontoxic aerosol propellent and 
are made more effective with a penetrating surfactant. Accu- 
rately-measured nebular cloud is gentle but penetrating, avoid- 
ing haphazard dosage of sprays, inhalants, and nose drops. 
Great effectiveness...long lasting...minimal rebound...pene- 
trates “mucous blanket.” 


Vest pocket size... unbreakable 
plastic tip easily sterilized 


economical...each vial delivers ANOTHER Riker, 


200 doses...does not lose po- 
tency on standing. 


FIRST 
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uxinary Wwact infections 


—relieves pain 


Each AZo GANTRISIN tablet contains 0.5 Gm Gantrisin plus- 


50 mg of phenylazo-diamino-pyridine HCl. 


The prompt antibacterial action of Gantrisin is both sys- 

di agains i ange path 
ogens—including E. coli, B. proteus, and Pseudomonas. The 
high blood and urine tevels of Gantrisin promptly clear 
scending and ascending urinary tract infections. 


The specific local analgesia resulting from phenylazo-dia- 
mino-pyridine HCI relieves burning, urgency, and nocturia 
— often within 2 hours. 


Your patient will know that your therapy is working soon 
_ after taking the first AZO GANTRISIN tablet: he will see 
evidence of the drug in the orange-colored urine; he will feel 


less pain. 


Dosage: Adults and children over 100 ibs — 2 tablets, q.i.d. 
Children under 100 Ibs — 1 tablet, q.i.d. 


Supplied: Red, monogrammed tablets in bottles of 100 and 
500. 


ROCHE 


HOFFMANN - LA ROCHE INC 


Gantrisin® — brand of sulfisoxazole 


and on the go 


Natalins-PF° 


Mead Johnson phosphorus-free 
prenatal vitamin-mineral capsules a 


contain calcium...no phosphorus 


With great expectations... 


Just 1 to 3, small, easy-to- 
swallow capsules daily— 
according to her individual 
need—provide generous 
amounts of iron, calcium and 
vitamins that help her to meet 
the stress of pregnancy. And 
they’re economical, too— 

in bottles of 100. 


For some patients, you may 
prefer to prescribe Natalins,® 
which contain both calcium 
and phosphorus. 

MEAD JOHNSON 
SYMBOL OF SERVICE IN MEDICINE 


12457 
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Gives fast relief of 


nasal congestion 


Novahistine works better than anti- 


histamines alone. The combined actiog 
of a vasoconstrictor with an antihig a a 
minic drug provides marked nasal 


tion...combats allergic reactors 
dosage avoids patient misuse 
drops, sprays and inhalants...el m 
nates rebound congestion. Novahistinig: 


will not cause jitters or insomnia. 


Each Novahistine Tablet or teaspoon- 
ful of Elixir provides 5.0 mg. of phenyl- 
ephrine HC] and 12.5 mg. of prophen- 


9? 
pyridamine maleate. For patients who [ k t 
need greater vasoconstriction, Nova- Un OC e 
histine Fortis Capsules, Novahistine [ dl 
with APC and Novahistine with Peni- C OS e “Up 
cillin Capsules contain twice the 


amount of phenylephrine. S 


apetis Indien» 
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you know what they need for comprehensive vitamin protection 


delicious orange-flavored teaspoon dosage smail easy-to-swallow capsules of 10 nutri- 
of 10 nutritionally significant vitamins tionally significant vitamins 
- assured stability, including By. « potency assured 
¢ non-sticky, free flowing - inviting red color 
no refrigeration required store anywhere 
¢ pouring lip bottles of 4, 8 and 16 oz. « bottles of 30 and 100 


These three Family Products have the same basic formulation and the same 
standard of comprehensive protection. The basic family name is easy to 
remember and simplifies specification during the vital first decade. 


MEAD JOHNSON 


25787 SYMBOL OF SERVICE IN MEDICINE 
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REDUCES SPASM 
IMPROVES FUNCTION 


“...17 of the 20 patients with post-traumatic muscle spasm of 
the low back had excellent or good responses.” 


“In acute and chronic recurrent low back syndrome, seven of 
eight patients showed visible objective improvement.”2 


1. Wallace, S. L.: Zoxazolamine (FLExin) in Low Back Disorders, to be published. 
2. Settel, E.: Frexin in Geriatric Skeletal Muscle Spasm, Am. Pract. & Digest 
Treat., in press. 


Available: Tablets, Engestic Coated, pink, 250 mg.; bottles of 36. 
Tablets, scored, yellow, 250 mg.; bottles of 50. 
*U.S. Patent Pending 


(McNEIL) Mcneii Laboratories, Inc + Philadelphia 32, Pa. 


09857 


: 


(Zoxazolamine,* McNeil) 
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TO FIGHT THE INROADS OF AGE 


Current opinion stresses the importance of early recognition of 
the undesirable effects of aging, and adequate metabolic support 
of the body’s fight against them.' NEOBON, by providing 4 factors 
PLUS 1, corrects all 5 of the recognized treatable causes of aging. 


Gonadal Hormone Decline—NEOBON’s daily dose of 3 mg. Methyl- 
testosterone and 0.018 mg. Ethiny]l Estradiol offsets it. 


Hematinic Deficiencies—NEOBON combats nutritional anemia and 
iron deficiency with essential hematinic factors. 


Digestive Enzyme Deficiency—NEOBON supplies pepsin and pan- 
creatin to insure proper absorption and utilization of foods— 
despite digestive “‘let-down’”’ of aging. 


Nutritional Inadequacy —NEOBON’S complete combination of essen- 
tial minerals and vitamins replaces deficiencies inherent in the 
restricted diets of the aging. 


PLUS-—NEOBON’s new lysine, the amino acid that lifts low value vegetable 
proteins to the high grade quality found in meat and eggs. 


NEOBON in bottles of 60 soft, soluble capsules; prescription only. 
1. Klemme, H. L.: Clin. Med., October, 1956. 


NEW NEOBON LIQUID, a geriatric tonic 

providing gonadal and thyroid supplementation, im- 
_ proved carbohydrate and protein utilization, hematinic 

action, and mild antidepressant effect. 

In 16 02. bottles; prescription only. 


PEACE of mind ATARAX® Chicago 11, Illinois 
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gil the advontages of multi-vitamin 
drops. By unique pa atented prot. 
ess, the vitamins are homogenized, 

then fused into a solid, highly palat- 
able form. Homogenets supply 
vitamins in the some woy the 


Better absor ptter presents both oil 
Exe ess vitamin dosage unnecessary; ond water soluble vitamins if micro-— 
Pleasant; candy -like flavor oarticles. This permits greater 
No regurgitation, ne “fishy burp” dispersion of the vitomins-— and 
May be. chewed, swalto owed or sequently better. absorption and 
dissolved:in. the mouth better utiligetion. 


PAT, OTHER PAT, 


The MASSENGILL COMPARE - Bristol, Tennessee 


« City * San Froneisco 
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For indigestion 
and SPASM 


Convertin-H fortifies the important gastric and pancreatic enzymes 
for efficient digestion of proteins, fats, and carbohydrates. 


tablets 


Fortified digestive enzymes 


WITH ANTISPASMODIC 


COMPOSITION: Each Convertin-H tablet contains: 


In sugar-coated outer layer Homatropine Methylbromide.................... = 5 mg. 
Betaine 0.0 mg. 
(providing 5 minims diluted Hydrochloric Acid, v. S.P.) 
In enteric-coated inner core Pancreatin (4 X U.S.P.).............-...0000005 62.5 mg. 
(equiv. to Pancreatin U.S.P. 250 mg.) 


DOSE: One or two tablets with or just after meals. 
SUPPLIED: In bottles of 84 and 500 tablets. 


Send for Samples A B. F. ASCHER & COMPANY, INC. Ethical Medicinals * Kansas City, Mo. 
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e 
Debon-Aire 
A COMPLETE TREATMENT UNIT 


A perfect office unit in a beautiful cabinet with all fittings 
permanently in place. 

The pump operates in a closed compartment—quiet as 
a whisper. Gauges, regulators and tube holders are at- 
tached. Pressure to 30 Ibs.; vacuum to 27”. Suction and 
Ether Bottles with brackets are extra equipment. 

The cabinet has a hinged cover. One rack for four 2-oz. 
bottles and two racks for two atomizers each. Bottles and 


sprays are not supplied. 


There is a dual-plug electric outlet on the right side. The top is of heavy, 
black glass. The toe strip is stainless-steel. Finish: White or cream baked 
enamel. Wood grain 10% extra. 


WX 2515 Suction Bottle with stainless steel bracket, attached 
to side of cabinet—$15.00 

WX 2516 Ether Bottle with stainless steel bracket, attached to 
side of cabinet—$18.50 


609 College St. 


SIZE OF TOP 14x18”; HEIGHT 3012” 
WIDTH OVERALL 24”; OVERALL 3612” 


EXCLUSIVE SPECIALTY OF 


9 


Cincinnati 2, Ohio 


Estan 
Recommended dosage: 


3 tablets t.i.d. on the first 2 postpartum days, 

2 tablets t.i.d. for the following 2 days, and 

1 tablet t.i.d. for one day. 

Virtually no breast engorgement, pain or induced va- 
ginal bleeding2:3 complicates the postpartum use of 


Estan in the recommended dosage. Well tolerated 
Estan is effective in relatively small oral dosage. 


EFFECTIVE WITHOUT COMPLICATIONS WITHINS DAYS 


Estan 
Other indications and dosages: 


Menopause* or male climacteric—1 or 2 tablets 
daily. 

Osteoporosis and senescence—1 or 2 tablets t.i.d. 
for 1-2 months, then 1 or 2 tablets per day. 

*Follow 21 days of treatment with 7 to 10 days of rest. 


Relief of disturbing senescent symptoms in both men 
and women is readily provided by the combination 


of estrogen and androgen.» Additive anabolic ef- 
Supplied: In bottles of 30 and 100 scored tablets. _ fects increase the sense of well-being. 
White Laboratories, Inc., Kenilworth, New Jersey 
References: 3. Rienzo, J. S., Am. J. Obst. & Gynec., 66:1248, December, 1953. 
ae 1. Laufe, L. E.,and McCarthy, J. J. Jr., Pennsylvania M. J. 59-914, August, 1956. 4. Masters, W. H., J. Am. Geriatrics Soc., 3:389, June, 1955. 


2. Garry, J., Obst. & Gynec., 7:422, April, 1956. 
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combination of choice for postoperative prophylaxis and 
stat therapy for mixed bacterial infections: 


penicillin and dihydrostreptomycin 
combined therapy in just 
one injection from just one vial 


Comsiotic P-S (Dry PowpEr) 

1.0 Gm. Formula: 300,000 units penicillin 
G procaine crystalline, 100,000 units peni- 
cillin G potassium crystalline, 1.0 Gm. di- 
hydrostreptomycin sulfate, per dose. 

0.5 Gm. Formula: same penicillin content 
as above but with 0.5 Gm. dihydrostrepto- 
mycin sulfate, per dose. 

Comsiotic AQUEOUS SUSPENSION 

(ready to inject) in 5-dose “drain-clear” 
(10 cc.) vials. 


single-dose cartridge 
sterile disposable needle 
universal unbreakable syringe 


Comsiotic Aqueous Suspension, 400,000 
units penicillin G procaine crystalline plus 
0.5 Gm. dihydrostreptomycin sulfate 
Other Pfizer injectables available in 
Steraject single-dose disposable cartridges: 
Penicillin G Procaine Crystalline in Aque- 
ous Suspension, 300,000; 600,000 and 
1,000,000 units 

Permapen® Aqueous Suspension, 600,000 
units benzathine penicillin G 

Streptomycin Sulfate Solution, 1 Gm. 
Dihydrostreptomycin Sulfate Solution, 1Gm. 
(smaller, 22-gauge needle for most dosage 
forms minimizes injection pain) 


Prizer Lazoratonits, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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KNOX proTEIN PREVIEWS 


Knox “Choice of Foods” Diet Can Help Your 
CARDIAC Patients Lose Weight Successfully 


1. Color-coded diets of 1200, 1600 and 1800 calories are 

based on nutritionally-sound Food Exchanges.’ Chas. B. Knox Gelatine Co., Inc. \J 

2. Easy-to-use Food Exchanges (referred to in the Knox 

booklet as Choices) eliminate calorie counting by patient. 


3. Diets promote accurate adjustment of caloric levels to illus- 
the special needs of the patient yet allow each individual 


considerable latitude in the choice of foods. Your Name and Address 


4. More than six dozen appetizing, low-calorie recipes are 
presented on the last 14 pages of each diet booklet. 


1. The Food, Exchange, Lists referred to are based on material in 
“Meal Planning with Exchange Lists” prepared by Committees of 
the American Diabetes A iation, Inc., and The American Dietetic 
Association in cooperation with the Chronic Disease Program, Public 
Health Service, Department of Health, Education and Welfare. 
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NOTABLE QUOTES 
about CLISTIN in Allergy 


“Carbinoxamine maleate “...compares favorably with 


produced the fewest complaints the most effective 


of drowsiness, as well as the antihistaminic agents now 


lowest incidence of all available . . . produces 


side effects...” less sedation than 


most...” 


“Undesirable side effects... 


were infrequent and usually 


ett “87 per cent reported some relief 
mild in nature.”* i 
of their symptoms...” 


“Clistin has proved to be useful 


in the relief of symptoms caused by 


“Clistin Maleate is a potent perennial allergic rhinopathy and 


antihistaminic drug with only in acute and chronic urticaria 


. e 4- 
weak sedative properties. ..”* and pruritus.” 


(Carbinoxamine Maleate, McNeil) 


Dosage forms: 
Tablets Clistin Maleate, 4 mg. 


| Mc NE I L | Tablets Clistin R-A (Repeat Action Tablets Clistin Maleate, 8 mg.) 


Elixir Clistin Maleate, 4 mg. per 5 cc. 


LABORATORIES, INC. 1. MacLaren, W. R., Bruff, W. C., Eisenberg, B. C., Weiner, H., and Martin, W. H.: 
Philadelphia 32, P Ann. Allergy 13:307 (May-June) 1955. 
ne oy oe 2. Beale, H. D., Rawling, F. F. A., and Figley, K. D.: J. Allergy 25:521 (Nov.) 1954. 
3. Johnson, H. J., Jr.: Am. Pract. & Digest. Treat. 5:862 (Nov.) 1954. 


4. Garat, B. R., Landa, C. R., Rossi Richeri, O. F., and Tracchia, R. O.: 
J. Allergy 27:57 (Jan.) 1956. 
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| 
\The modern 


greaseless 


way 
NEW 


MINIT-RUB™ 


| 


When the problem is rheumatic or arthritic pain, Mintt-Rus® brings 
comfortable relaxation the easy, greaseless way. This counter irritant 
heat is an excellent adjunct to systemic arthritic therapy. 

The week-end enthusiast who sporadically overworks his muscles 

needs help fast. Minit-Rus brings deep, warming relief. 

For colds, Mrnit-Rvus applied to the chest relieves soreness and 
congestion; inhaled it reduces stuffiness. 
On “footsore” days, a little Mrntt-Rvus briskly applied to insteps 

and arches is bracing to tired feet. 


Bristol-Myers Co., 19 West 50 Street, New York 20, New York 
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orally...intravenously 
palliative of choice 


ostrol 


Diethylstilbestrol Diphosphate, AMEs 
Tablets - Ampuls 


in prostatic carcinoma 


Stilph 


Initially or as maintenance eo LV. therapy,,.well- tolerated STILPHOSTROL 
Tablets relieve pain-and increase well-being in fionhiospitalized as well as hospi- 
talized patients. Palliative: ‘action. is often obtainable’ even ‘in patients no longer 
See yout 1957-P.D R for. oral intravenous dosage’ ‘and ministration, or-write for 


Packaging: Tablets, diethylstilbestrol diphosphate of 50. 
/ STILPHOSTROL Ampuls, 5 cc., containing 0. 25 Gm. asa solution 


the sodium. of 20. 


~Per cent of Patients 


VS Nh Prostatic: | “Elevated Bone, 


front Flock R: Marberger, Besley B. and d Prendereast, L. J.: J. Urol. 74:549 


36957 
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Even marble may sometimes seem less ada- 


mant than those overweight patients whose 


problems stem from too-high caloric 


intake... 


Instant Pet Nonfat Dry Milk can be helpful 


in such cases. Instant Pet can easily help lower 


caloric intake and still maintain the intake of 


essential milk nutrients ... high-quality 


protein, calcium, B-vitamins. 


Reconstituted, Instant Pet is delicious milk- 


without-fat .. . refreshing as a beverage, an 


ideal ingredient for cutting calories in foods 


made with milk. It can be used conveniently, 


as an ingredient, in dry form. And however 
used, it supplies only Aa/f the calories of an 
equal amount of whole milk . . . costs as 


little as 7 cents a quart. 


INSTANT PET NONFAT DRY MILK 


supplies essential milk nourishment 


with minimum caloric intake 


PET MILK COMPANY « ARCADE BUILDING « ST. LOUIS 1, MISSOURI 
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LARGE ECONOMY size 


relieves upper G. I. pain=spasm 


usually in 10 minutes 


visceral eutonic 


DACTIL 


PLAIN AND WITH PHENOBARBITAL 


normalizes visceral tone and motility 

does not interfere with digestive secretions 

avoids “antispasmodic” side effects 

prescribed q.i.d. for gastroduodenal and biliary spasm, cardiospasm, 
pylorospasm, biliary dyskinesia, gastric neurosis and irritability 


DACTIL is the only brand of N-ethyl-3-piperidyl diphenylacetate hydrochloride. 


‘LAKESIDE 
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THE 
RADICULODISK 
PROBLEM* 


JAMES M. EATON, D.O., F.A.C.O.S. 


Professor of Orthopedic Surgery 
Philadelphia College of Osteopathy 
Philadelphia, Pennsylvania 


I WISH TO EXTEND my thanks and appreciation 
to the American Osteopathic College of Radiology in 
selecting me as your Trenery Lecturér for this year. 

During the past 15 years or more, through the 
kindness of my colleagues in the osteopathic profession, 
it has been my privilege to observe the results of prac- 
tically every torm of procedure employed in the diag- 
nosis and management of the disabling effects of nerve 
root damage caused by the ruptured intervertebral disk 
in the lumbar region and elsewhere, a disease complex 
for which, henceforth in this paper, I shall employ the 
term “radiculodisk.” 

The experience gained in observing over 1,500 
cases of this type is the background from which this 
presentation is made, and from these studies certain ob- 
servations have been made and conclusions have been 
drawn. 

This presentation is intended to discuss the severe 
and often irreversible effect of ruptured interverte- 
bral disks on the nerve root structures with which they 
lie in close contact. Discussion of cause and effect will 
be followed by details of a rational approach which I 
have employed to ameliorate the disability. 


Anatomy 


The lumbar intervertebral disk has been described 
many times as composed of two parts; the first is the 
annulus fibrosus which is composed of fibrous tissue 
and fibrocartilage and encircles the second, the nucleus 
pulposus, a soft, pulpy, highly elastic substance, repre- 
senting the remains of the notochord. In the lumbar 
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region, the annulus fibrosus is normally thinner pos- 
teriorly than laterally or anteriorly. Being composed 
principally of fibrocartilage, it has a high percentage of 
collagenous fibers and a diminished amount of matrix 
and chondrocytes ; hence, it has a much higher tensile 
strength than hyaline cartilage. The surfaces of the 
intervertebral fibrocartilages adhere to thin layers of 
hyaline cartilage which cover the upper and lower sur- 
faces of the bodies of the vertebrae. By their circum- 
ferences, the intervertebral fibrocartilages are closely 
connected in front to the anterior and behind to the 
posterior longitudinal ligaments. 

Neither fibrocartilage nor hyaline cartilage has a 
demonstrable blood supply or sensory innervation. Nu- 
trition is gained through synovial fluid and to a slight 
extent through the subchondral bone to which it is 
loosely attached. 


Pathology 


Elasticity of cartilage is exhibited over short pe- 
riods of time; however, as the duration of a deforma- 
tion increases, the elasticity of the affected cartilage de- 
creases. Prolonged deformation of cartilage may result 
in death of the chondrocytes and permanent deformity. 
Also, the elasticity of cartilage normally decreases with 
the inspissation of age. 

Damaged cartilage of either type does not possess 
the power of repair to any degree; since dehiscent car- 
tilage does not reunite, no true side-to-side union may 
be expected in traumatic defects. Studies have shown 
that after the age of 18 years, chondrocytes in the inter- 
vertebral fibrocartilages are rare, and without adequate 
blood supply even fibrous union cannot be anticipated. 
In face of such evidence, once the intervertebral disk 
has been traumatized, the retrogression is irreversible. 

Degenerated tissue in the human body is capable 
of producing pain, and inflammatory reactions take 
place, affecting contiguous and continuous structures 
in the area. 

Degeneration of the intervertebral disk causes a 
narrowing of the interspace as the supportive walls of 
the annulus fibrosus collapse; this in turn causes a 
settling of the inferior vertebral facets on the superior 
facets; and rotary motion is increased because of re- 
laxation of the annular and longitudinal ligaments. 
Contracture of the supporting ligaments attempts to 
stabilize the area. Pain will result from the increase of 
ligamentous strain and from the efforts of the intrinsic 
muscles to stabilize the articulation. The superior facets 
may also move posteriorly and produce a “pseudo- 
spondylolisthesis.” 

With advancing age, there is a gradual degenera- 
tion in the annulus fibrosus which produces mechanical 
weaknesses, and at the same time the nucleus pulposus 
gradually becomes dehydrated. 

In the lumbosacral region probably more abnor- 
malities of development occur than elsewhere in the 
human body. An extremely small disk herniation dis- 
covered at surgery may be of major significance if it 
occurs in an area where the spinal canal is decreased in 
size, which reduces the possible excursion of the nerve 
roots and makes such minimal lesions of clinical im- 
portance. 

Roentgenography has often demonstrated an ex- 
tremely short pedicle, or anomalies of development of 
the articular processes and of the laminae. The thick- 
ness of the ligamentum subflavum may also play an im- 
portant part in embarrassing the spinal canal and the 
intervertebral foramina where it becomes intimately 
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An extremely small disk 
herniation discovered at surgery 
may be of major significance 
in an area where the 


spinal canal is reduced in size 


associated with the capsular ligaments of the articular 
processes. Then too, there are many anomalies in the 
manner in which the nerve roots emerge from the dural 
sheath, which obviously influence the degree of irrita- 
bility to which they may be subject. 

The posterior common spinal ligament or longi- 
tudinal ligament is not always the well-developed struc- 
ture we have been led to believe it to be. Deficiency in 
the actual content and distribution of the posterior 
longitudinal ligament is encountered in many cases 
where disk herniation has been demonstrated. Normally 
this ligament is strongest in the midline, flaring out to 
either side to give support to the annulus fibrosus in its 
lateral projection, but here the greatest variety of 
anomalies can be found. Sometimes the ligament ap- 
pears to be entirely absent, while in other cases it is so 
thin that it appears to be on the verge of spontaneous 
rupture because of the great tension beneath it from a 
ruptured disk. 

If the axiom, “Where unlike tissues are joined the 
weakest link is forged,” is accepted, one very small 
area, with its combination of unlike tissues, represents 
the site where the greatest variety of developmental 
anomalies occurs to influence the function of the part. 
The spine is subject to strain irrespective of the posi- 
tion assumed by the individual, is susceptible to direct 
or indirect trauma from birth, and is predisposed to 
later traumatic disabilities—spoiling for an opportunity 
to cause trouble and, at one time or another, generally 
does. 

Fundamentally, in the presence of anomalies of 
development, normal function cannot be expected and 
abnormal function will cause vasculotrophic changes 
throughout the area, each structure being affected ac- 
cording to its own peculiar anatomic and physiologic 
pattern. Osteopathic physicians have no difficulty in 
understanding this philosophy, since it is an integral 
part of the osteopathic concept of the etiology of disease. 

It is my considered opinion that pathologic physi- 
ology of the lower lumbar region, where anomalies of 
skeletal development most frequently occur, is the basis 
of degeneration and herniation of the lower lumbar 
intervertebral disks, and that antecedent trauma is the 
trigger mechanism initiating irreversible retrogressive 
changes in disk structures, eventually producing a ra- 
diculodisk problem. 
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Diagnosis 


I have stated previously»** that a carefully taken 
history and a complete physical examination are most 
essential to the diagnosis of a ruptured intervertebral 
disk. I am often confronted with a patient on whom 2 
“snap diagnosis” of ruptured disk has been made, and, 
having seen a great many of these cases, I become more 
and more hesitant to agree with such diagnoses. I like 
to consider these cases as if I were the patient, and 
insist on proving the diagnosis before using surgica! 
management. There is no need to discuss in this paper 
the physical signs of the syndrome, because there are 
many articles on the subject available to the student. 


The radiologist has evolved technics to aid in con 
firmation of the diagnosis, of which the final chapter 
has not yet been written. In my opinion, there has been 
no procedure developed which can demonstrate the 
relative size of the herniation or its role in the etiology 
of the radiculodisk syndrome. Certainly defects dem- 
onstrated in the oil or air columns during myelography 
will aid in localizing the lesions, and the integrity of 
the nucleus pulposus and annulus fibrosus can be de- 
termined by Diodrast nucleus opacification. 


An oil myelogram presenting no abnormalities 
still leaves the possibility of a laterally placed disk her- 
niation which may not be observed if there is a smal 
dural sac and a relatively large canal. Such a herniation 
may be dangerous to the nerve root as it passes throug) 
the intervertebral foramen. 

Air myelography has been an improvement since 
ballooning the dural sac allows determination of lateral 
herniations of the disk. The method has presented 
technical difficulties of interpretation to some and has 
not been too popular. 

Diodrast nucleus opacification presents an oppor- 
tunity for direct approach to the disk itself. It has been 
surprisingly accurate in determining the ‘integrity of 
the annulus fibrosus, but at times misleading. 

Any of these diagnostic procedures is of value 
only in proportion to the ability of the radiologist 
to interpret his findings, for the guidance of the sur- 
geon and/or diagnostician. Technical errors must be 
evaluated by one experienced in radiographic interpre- 
tation. 

In the diagnostic approach to the radiculodisk 
problem, it is of utmost importance that the physician 
train himself to observe changes in the central nervous 
system indicating impending damage to the nerve root 
structures. It is only by careful observation and serial 
examination of the patient that the sometimes trivial 
changes in neuromuscular reflexes and sensorium of 
the involved extremity can be noted, giving a clue to 
progressive degenerative change. 

Progressive degenerative changes in the nerve 
roots may exist in a subclinical phase for a long period, 
remaining undiagnosed until they become pronounced 
and irreversible. A false sense of security may exist 


- when the pain recedes, but residual weakness, pares- 


thesia, and altered neuromuscular reflexes persist and 
are positive signs of permanent changes in the central 
nervous system. Many times when the acute spasmodic 
pain subsides, a low-grade pain persists which can he 
tolerated by the patient (and many can tolerate a gre«t 
deal of pain in the face of prospective surgery). The 
physician may be thrown off guard and feel that ini- 
provement is progressive, while definitive change in t!e 
nerve root structures is still present. 

It has been observed that prolonged irritation will 
produce inflammatory changes, with resultant adhesions 
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between the nerve root and its sheath, and between the 
nerve sheath, the disk herniation, and ligaments in the 
immediate area. Particularly is this true in patients 
with long-standing intermittent attacks of the syn- 
drome, and in the presence of degeneration of the disk. 
These inflammatory changes are frequently irreversible 
and will offset the results of surgery, requiring pro- 
longed and expensive rehabilitation which is rarely 
complete. The limitations of the surgical approach must 
be kept in mind in the management of these cases, for 
the success of surgery is in direct proportion to the 
permanent degenerative and irreversible changes that 
have already taken place in the nerve root structures. 
Surgery can remove the source of such nerve root 
irritation, but Nature must heal the damage. 


Unfortunately, the pain and disability which are 
produced by such nerve root irritation are no more 
characteristic of a rupture of one or more of the lower 
!umbar intervertebral disks than they are characteristic 
of the arthrodial lesion of Still, of primary and meta- 
static malignancies of the spine, of spondylotic and 
arthritic involvement of the spine, or of reflex irri- 
tability in the viscerosomatic problem. Further it must 
he borne in mind that it is the associated pain which is 
disabling and makes a man unable to work. 

Ruptures of the intervertebral disks in the lumbar 
region may occur and cause little more than low-back 
pain without radicular signs. However, when such 
signs occur it then becomes imperative to determine 
their cause. Low-back pain may well be caused by irri- 
tation to the sensory nerve fibers in the posterior longi- 
tudinal ligament, and often is treated for months or 
vears by one means or another, with variable results. If 
the posterior longitudinal ligament is strong enough to 
hold the herniated annulus fibrosus in check, low-back 
pain may be entirely eliminated as irritability of the 
sensory fibers in the ligament becomes either relieved 
or exhausted. 

When the posterior longitudinal ligament fails, 
from trauma, from inherent developmental weakness, 
or from irresistible forces from within the disk itself, 
the pain may suddenly shift from the low back to in- 
volve branches of the sciatic nerve. Pain may be pro- 
duced almost anywhere along its course, depending on 
the nerve root involved. This change in the clinical 
syndrome is due to a shift in the position of the hernia- 
tion from the midline to a more lateral position, engag- 
ing the nerve root structures and causing irritability or 
actual compression of the nerve root within the spinal 
canal close to the intervertebral foramina. This produces 
the dramatic sciatic pain of which so many of these pa- 
tients complain. 

If any of these patients presents a so-called “typ- 
ical syndrome” it is simply the syndrome of radicular 
pain, that is, irritability of the nerve root structure it- 
self, in a patient who otherwise does not present clinical 
or radiographic evidence of pathology sufficient to pro- 
duce such radicular pain. 

Unfortunately, with the exception of lesions of the 
lumbosacral disk, the neurologic signs of irritability of 
the other lumbar nerve roots are not clearly defined or 
demonstrated, and the paucity of neurologic signs or 
symptoms exhibited by these patients is a prominent 
feature. 

Each patient must be studied as a distinct entity, 
with careful review of the case history, thorough physi- 
cal examination, and extensive laboratory studies. De- 
finitive x-ray examination must also be carried out, 
including myelographic procedures, which must then be 
evaluated and a presumptive diagnosis advanced. 
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Treatment 


It has been my considered opinion for many years 
that the treatment of the radiculodisk problem must be 
a two-pronged attack: the nerve root irritability must 
be relieved by removal of the herniated portion of the 
intervertebral disk and evacuation of the nucleus pulpo- 
sus, and the inherent instability of the lower lumbar 
region must be stabilized. I believe this latter factor to 
be equally as important as the former in the manage- 
ment of the immediate problem, and more important in 
prevention of the recurrences and continued disability 
which I observed in my earlier cases. 

Certainly surgical removal of the ruptured disk 
does not strengthen the area involved; rather, it tends 
to produce an instability. The disk interspace, which is 
frequently narrowed preoperatively, is often decreased 
still further postoperatively. Vertebral anatomy is such 
that narrowing necessarily produces altered mechanics 
in the arthrodials, and secondary traumatic spondyl- 
arthrotic changes are frequently observed in the areas 
involved. With the collapse of the intervertebral space 
posteriorly, the intervertebral foramina becomes nar- 
rowed. The ligamentum subflavum must be removed 
for proper exposure of the area involved, which re- 
moves the normal check to hyperflexion of the segment. 
Occasionally the facet structures themselves are dam- 
aged or removed in surgical exploration of the spinal 
canal. All these procedures tend to alter the anatomy 
of the part and further disturb the physiology of mo- 
tion in the lower lumbar area. 

In my initial series of cases,*° arthrodesis of the 
lumbosacral region was not performed. The percentage 
of patients who developed recurrences of symptoms 
from the arthrodial syndrome was too high to be ig- 
nored. So far as the patient was concerned, the pain 
was identical to that suffered preoperatively, offsetting 
any beneficial effect he may have had from the relief of 
nerve root irritation or compression from the disk 
herniation. 

Bone graft fusion was disappointing, whether 
tibial or iliac grafts were employed, because of the pro- 
longed bed rest and immobilization required, and the 
economic factors involved. Still more important was 
the fact that conventional bone graft arthrodesis in the 
lumbosacral region did not prevent collapse of the in- 
terspace or the development of an arthrodial syndrome, 
whether or not a pseudarthrosis developed in the graft. 

In 1944, King® published his report, feeling after 
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considerable study that modification of this procedure 
would offer the solution to the radiculodisk problem. 
His article described a type of facet arthrodesis which 
offered rapid stabilization to the segments involved ; 
reduction of the hospital stay to a minimum; fusion of 
the vertebral segments in flexion, thus preventing fur- 
ther collapse of the interspace and narrowing of the 
foramina ; and, by the nature of the procedure, obl'tera- 
tion of the facet articulation, thus obviating the arthro- 
dial syndrome. King advocated the use of iliac grafts 
in conjunction with the procedure. I have never used 
them, but rely on thorough excision of the articular 
cartilages before immobilizing with metallic screws, thus 
developing a bone to bone arthrodesis in the arthrodial. 

In developing this technic I was aware of the 
necessity of fixing the lumbosacral region in flexion. 
This cannot be adequately done unless during surgery 
the patient is fixed in the lateral position, with the 
lower extremities flexed on the abdomen. 

When degenerative changes take place in the spine 
from long-continued lordosis with narrowed joint 
spaces, narrowed foramina, and possible direct pressure 
on the nerve roots, it is logical to propose a treatment 
which would straighten out the spine an] open the 
spaces to relieve pressure. It is imperative that the 
lumbosacral angle be restored to its normal, youthful 
position with a lumbosacral angle of approximately 25 
to 35 degrees, and that fusion should take place with 
the spine in this position. With the lumbosacral angle 
restored to its normal relationship, functional response 
has been satisfactory, stability is improved, and the 
strength of the back is restored. 

This revision in technic necessitated close coopera- 
tion between the anesthetist and the surgeon and result- 
ed in the development of a self-retaining laminectomy 
retractor and a knee rest which permitted shifting posi- 
tion of the patient for better exposure during surgery 
without changing the predetermined operative position 
of the lumbar spine. 

The technic as developed requires incisional ex- 
posure of the lower three spinal arthrodials bilaterally, 
and I have found it necessary for the proper placement 
of the transfixing screws to sever the spinous processes 
of the lower three lumbar vertebrae and retract these 
structures as an osteoligamentous flap, which is later re- 
stored to its former position on closure of the incision. 

Hemilaminectomy is performed on the side of in- 
volvement, as previously determined by clinical exami- 
nation and mvelographic studies. The nerve roots are 
mobilized and retracted, the herniated portion of the 
disk excised, and the nucleus pulposus evacuated by 
curet and forceps. The foramina is investigated to 
make certain of patency. 

The articular processes are exposed by removing 
the posterior capsular ligaments. The articular car- 
tilages are meticulously and ruthlessly excised as far as 
possible, making certain that a raw surface of bone 
faces a similar raw surface of bone. 
processes are then drilled, traversing the joint inter- 
space, in the direction of the pedicle of the superior 
process below, in a fashion that might be described as 
downward, laterally and anteriorly. 

One-inch Vitallium screws with a Phillips head are 
then placed, being drawn up tautly but not tightly, a 
degree of tension difficult to describe. Fortunately, in 
cancellous bone there is a greater degree of latitude and 
there appears to be less danger of aseptic necrosis than 
in cortical bone. 

Originally four screws were placed transfixing the 
lumbosacral and fourth and fifth lumbar articulations, 
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but after considerable study by the Department of 
Radiology in the Hospital of the Philadelphia College 
of Osteopathy it was determined that firmer fixation 
and arthrodesis at the levels of fifth and fourth lumbar 
segments would be obtained if arthrodesis were carried 
out at the level of third and fourth lumbar vertebrae, 
as well. Accordingly we now routinely fuse all thre: 
levels in all cases, and statistical reports confirm the 
worth of this procedure. . 

We have employed over 7,000 screws for this type 
of internal fixation since 1945, and of this number onl\ 
four have been broken. None of these had to be re- 
moved as producing a pathologic condition, since the 
arthrodesis was complete and the area stabilized. Ten 
screws have been observed to have loosened and mi- 
grated posteriorly. Some of them appeared to be pro 
ducing irritation in the soft tissues with a draining 
sinus and were removed. 

Several patients in whom only four screws wer 
employed have had reoperations when they develope! 
a herniation of the third lumbar disk through subsv- 
quent trauma. Even though the facet arthrodesis js 
fixed with firm bony union, the screws themselves are 
not as tight as originally placed, but they are apparently 
causing no trouble. This leads to speculation concern- 
ing the ultimate fate of such metallic fixation and de- 
velopment of a simple procedure for the removal of 
these screws after there is radiographic evidence of 
complete arthrodesis. If these questions were answere«| 
any objection of patients to the incarceration of metallic 
screws would be eliminated; however, the great ma- 
jority of patients seem to feel proud of their metallic 
screws, since it provides a mark of distinction which 
sets them apart from the common man. 


Results 


The worthiness of any procedure is determined by 
the clinical response as interpreted by the patient. For 
this purpose a survey of patients operated upon for a 
radiculodisk problem has been conducted and statistics 
compiled from it on the basis of 5-year and 10-year 
results. All of the patients interrogated underwent the 
type of procedure described above for rupture of one 
or more herniated lumbar intervertebral disks. 

Although subjective symptoms cannot be accepted 
too literally, they do form a valuable record of the un- 
biased opinion of the patient. 

The questionnaire, with reported results, is as 
follows: 


Dear Patient : 

I am again checking the results obtained in the treatment 
of ruptured intervertebral disks, and would appreciate your an- 
swers to the following questions: 

1. Do you have any back pain? Yeés........ en 

2. Does your back feel strong? Yes........ Slightly weak........ 
Moderately weak........ 

3. Do you feel strong enough to perform the same work 
you did before suffering from the effects of the ruptured disks? 

4. Have you been forced to change your work or give up 
athletics because of your ruptured disks? Yes........ i 

5. Do you have any pain on motion of your back? Yes........ 


7. Do you have any weakness in the leg? Yes........No.......- 
8. Do you have any pain in the leg? Yes........ a 
9. Do you feel the operation was worth while? Yes......- 
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, 6. Do you have any numbness in the leg or foot? Yes........ 
No........ 
= 


Please check the above questions and return in the enclosed, 
self-addressed envelope at your earliest convenience. Your co- 
operation will be greatly appreciated in the study of five (5) 
year and ten (10) year end results. 

No identification is necessary; the figures 5 and 10 indicate 
the time elapsed. However, you may sign the letter if you de- 
sire and add any comments you care to make. 


Thank you sincerely, 
James M. Eaton, D.O., F.A.C.O.S. 


Results of questionnaire 


Questionnaires were sent to 110 patients who had 
been operated upon at least 5 years earlier ; 67 (60 per 
cent) responded. Questionnaires were sent to 103 pa- 
tients who had been operated upon at least 10 years 
earlier ; 53 (51 per cent) responded. The answers to the 
specific questions are tabulated below. Table numbers 
correspond to the number of the question. 


TABLE 1 


Do you have any back pain? 


5 years 10 years 
Yes 13% 13% 
No 87% 87% 
TABLE 2 
Does your back feel strong? 
5 years 10 years 
Yes 56.7% 60% 
Slightly weak 43.2%. 25% 
Moderately weak 1.1% 15% 
TABLE 3 


Do you feel strong enough to perform the same work 
you did before suffering from the effects of the rup- 
tured disks? 


5 years 10 years 
Yes 80.6% 66% 
No 19.4% 34% 
TABLE 4 


Have you been forced to change your work or give up 
athletics because of your ruptured disks? 


5 years 10 years 
Yes 18% 26% 
No 82% 74% 
TABLE 5 


Do you have any pain on motion of your back? 


5 years 10 years 
Yes 16.4% 24.5% 
No 83.6% 75.5% 

TABLE 6 
Do you have any numbness in the leg or foot? 

5 years 10 years 
Yes 34.3% 30.2% 
No 65.7% 69.8% 
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TABLE 7 


Do you have any weakness in the leg? 


5 years 10 years 
Yes 28.3% 20.7% 
No 71.7% 79.3% 
TABLE 8 


Do you have any pain in the leg? 


5 years 10 years 
Yes 16.4% 20.7% 
No 83.6% 79.3% 

TABLE 9 
Do you feel the operation was worth while? 

5 years 10 years 
Yes 94% 94.3% 
No 6% 5.7% 


Summary 


Once the intervertebral disk has been traumatized, 
retrogressive changes are irreversible. 

The integrity of the posterior longitudinal spinal 
ligament may well be the inherent factor determining 
herniation of the damaged lumbar intervertebral disk, 
causing the radiculodisk syndrome. The lumbosacral 
area is inherently predisposed to traumatic disabilities. 

Restoration of the normal, youthful lumbosacral 
angle is essential to reverse the strain mechanism in the 
lumbosacral area, and to restore normal function of the 
part. Spinal fusion with the lumbosacral area in flexion 
is of equal importance to the removal of the herniated 
disk in eradicating the radiculodisk syndrome. 

A method of spinal arthrodesis has been described 
which offers many advantages. Results have been grati- 
fying to patient and physician alike. 

12 S. 12th St. 
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The delimitation of 


PARANOIA 


as a clinical entity* 


CECIL HARRIS, D.O., M.Sc., F.A.C.N. 


Assistant Professor of Neurology and Psychiatry 
Philadelphia College of Osteopathy 


Part I 


| IS THE OLDEST name given to any 
specific insanity, but no other psychiatric term has un- 
dergone greater or more frequent changes in meaning. 
This is one disease in which statistics of incidence re- 
flect more changes in psychiatric understanding than 
any evolution of the illness. There was a time when 
cases diagnosed as paranoia constituted from 70 to 80 
per cent of all the cases in mental hospitals whose staffs 
followed the classical German tradition. By the second 
decade of this century, this proportion had changed to 
a mere 1 to 4 per cent.2? Today, diagnoses of paranoia 
have become rare indeed. A case which would have 
been diagnosed as paranoia without question 30 years 
ago is now listed as paranoid disorder, paranoid state, 
or paranoid schizophrenia. The consequent rarity of 
the diagnosis becomes an additional motive for hesita- 
tion on the part of psychiatrists. A recent study® tells 
of two hospital staff conferences in which the group 
had definitely agreed on diagnoses of true paranoia 
only to have them finally entered in the official records 
as paranoid. 

There is no doubt that the chief cause of this 
modern shift in diagnostic procedure is the increasing 
knowledge of schizophrenia. The majority of cases 
that were once diagnosed as paranoia are recognized 
today as paranoid schizophrenia (dementia praecox). 
Once it was found that the processes of delusion for- 
mation in the two illnesses were, for all practical pur- 
poses, identical, the tendency to replace the term “para- 
noia” with “schizophrenia” grew, until today there are 
increasing numbers of psychiatrists (chiefly those in- 
fluenced by psychoanalysis) who go so far as to deny 
the very existence of the clinical entity, paranoia, and 


maintain that all paranoias are really schizophrenias.*. 


It is quite significant to note, in this connection, 
that the founder of the psychoanalytic method, Sig- 
mund Freud, and his immediate disciples, all main- 
tained the distinction between the two illnesses, and 
even that the distinction was important for their own 
theories. Freud defended the classifications of Kraepe- 
lin, but on the basis of a new conception of fixations 
and psychosexual development. 

My attention was called sharply to this area of 


*This thesis was submitted to the Faculty of the Philadelphia Col- 
lege of Osteopathy in partial fulfillment of the requirement for the 
degree of Master of Science in Psychiatry. 
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differential diagnosis last year during a study I con- 
ducted on the effect of therapists’ vacations on their 
paranoid schizophrenic patients. Of nine patients 
studied, four suffered a complete relapse during (or 
as a result of) prolonged separation from the therapist. 
However, what proved most interesting was the very 
individual form that one of the relapses took. Three 
of the relapses took the form one might expect from 
patients with a long history of paranoid schizophrenia, 
including more than one hospitalization. The patienis 
reacted to the vacation of the therapist as if it were a 
desertion, a deprivation of their only and last tenuous 
object relationship, and consequently they withdrew 
from realities, once again saw persecutors stalking them 
and forcing them to give up their jobs and social con- 
tacts, and fell back into a state where the least initi.- 
tive was dreaded. All three had to be hospitalize:| 
again. In the fourth case (also diagnosed as paranoid 
schizophrenia), the patient reacted no less disastrous! y 
but entirely differently. He took the therapist’s vac:- 
tion as a sign that the therapist no longer considered 
him ill; that is, he made a bold, optimistic pseudo-logic:l 
connection. In a very short time he had fully resumed 
an old delusion, namely, that he was about to become 
the founder of a new religion to save mankind, that he 
was a messiah the signs of whose coming he read 
clearly in the works of several outstanding scientists, 
especially Einstein and Freud. Furthermore, the break- 
down resulted in new outbursts of apparent self-confi- 
dence and initiative. He developed a legal practice and 
maintained successful contact with people who regarded 
him as somewhat queer and even crazy. The persecu- 
tion feelings continued to exist, and even grew, but 
they were subordinated to the conscious feeling of self- 
exaltation. He explained that his persecution was the 
result of his tremendous destiny. 

An experience with such a differential in relapses 
as this was too impressive not to cast some question 
about the original, uniform diagnosis of paranoid 
schizophrenia in all four cases. Although I am abso- 
lutely convinced of the correctness and applicability of 
the fundamental principles of psychoanalysis, a doubt 
arose as to whether there had not been too great a re- 
action against descriptive psychiatry in the new search 
for more basic dynamics. There was no need, how- 
ever, for a back-to-Kraepelin tendency. The fact that 
Freud himself, together with Abraham and Ferenczi, 
had maintained and developed the differential of para- 
noia from schizophrenia, suggested the possibility that 
the differential was not merely a descriptive one but a 
dynamic differential in terms of basic stimuli and un- 
conscious defense mechanisms. Perhaps present-day’ 
psychoanalysis had simply gone too far and, by carry- 
ing one of its own formulations to an extreme, had in 
effect converted it into an impractical generalization. 


Part II 


The history of modern psychiatry seems to present 
another example of a turning of the circle or, better, 
of a spiral development. Long ago, Griesinger made 
the assumption that, in essence, there was only a single 
type of psychosis which ran a course in various 
stages. The various stages would then constitute the 
different clinical entities. Griesinger’s successors cate 
to feel that the clinical entities of psychosis were more 
independent of each other, and practical considerations 
demanded theoretical separation of the clinical pictures. 
Not only were they separated descriptively, but efforts 
were made to discover corresponding etiologies and 
even cerebral localizations for them. Today a kind of 
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revival of the old unitary viewpoint is seen. The con- 
cept of schizophrenia, as worked out by Bleuler and his 
psychoanalytic successors, now embraces many cate- 
gories which were previously distinguished from each 
other, while more and more psychiatrists are inclined 
to look on the varying structures of mental disorder as 
so many defenses against schizophrenia or as schizo- 
phrenic restitutional symptoms. With regard to para- 
noia, this tendency has had such an intensive influence 
on psychiatric practice that Bonner* found from two 
to six cases of true paranoia (officially listed as such) 
in each of five midwestern hospitals, although the di- 
rectors had informed him that they had no such cases 
in their current files. The unwillingness to diagnose a 
case aS paranoia, in the present state of our scientific 
knowledge, thus may go as far as actual repression. 

Paranoia was the first clinical picture to stand out 
with great clarity in the German psychiatric literature.® 
The term was first used in a special sense by Kahl- 
baum’ in 1863. It replaced the name of Verriicktheit, 
a designation used for mental illness whose symptoms 
and development essentially affected the functions of 
the intellect.2 This touches on a problem which is still 
puzzling today, that is, the distinction between intel- 
lectual and affective disorders. Paranoia has been 
called the intelligence-psychosis par excellence, and yet 
the feeling is still widespread that this disturbance of 
the intellect must have an emotional disturbance as its 
basis and constant attendant. Nevertheless, the contri- 
butions of Snell, Westphal, and Sander shortly after 
the middle of the last century led to general acknowl- 
edgment that paranoia, as a primary disease of the in- 
tellect, was to be counterposed to diseases such as 
mania and melancholia in which the emotional life so 
manifestly provided the arena of symptom formation. 
As a consequence, the most important element that a 
psychiatrist of that era had to consider in making his 
diagnosis was whether the first symptoms of the 
mental illness had occurred in the emotional or in the 
intellectual spheres. If a paranoiac did develop emo- 
tional symptoms, they were called secondary, just as 
the intellectual disorders of the melancholiac were so 
called. The first definitive delimitation of paranoia, in 
this sense, was made in 1868 by Sander.® 


At that time and for some decades later, the main 
point of differential diagnosis was establishment of the 
borders between paranoia and manic-depressive in- 
sanity. As late as 1901, Specht® was giving special at- 
tention to the affective aspects of paranoia and came to 
the conclusion that paranoia only signified a special 
reaction on the part of a person who was manic- 
depressively predisposed to an affectively exciting 
event. Specht’s critics pointed out that most paranoiacs 
showed no manic peculiarities even though there were, 
in truth, manic patients who did work up many delu- 
sions. Kraepelin’® offered the following descriptive 
differential : 


The paranoiac appears in general less constrained, emotionally ; 
he only becomes irritated and embittered when he is telling 
of the wrongs done to him. Abrupt fluctuations of mood, es- 
pecially a sudden outburst of jocularity, pleasure in enterprise, 
indications of flight of ideas, likewise the appearance of ideas 
of sin; hopelessness, and despair give evidence for manic- 
depressive insanity. 


Today it can be said that a differential from manic- 
depressive psychosis no longer is an area of dispute, 
although an affective basis for paranoia is still widely 
assumed. 

Paranoia was clearly recognized in France too, but 
the abstracting, classifying spirit of German psychiatry 


Vow. 56, Aprit 1957 


was lacking there. Many terms were introduced which 
only corresponded to many specific manifestations of 
the diseases. For instance, Pinel’? gave an excellent 
account of Ja folie raisonnante, an illness marked by 
both bizarreness and logic, whose victims retained their 
powers of reasoning and whose intellectual powers 
were kept almost unimpaired. ‘“Monomania” was the 
term applied by Esquirol’? to the condition in which an 
individual produced systematized ideas of persecution 
while conserving all his intellectual faculties. Then 
Laségue** described the ways in which such delusions 
of persecution developed progressively, from a pre- 
liminary, more chaotic stage, to a middle period of 
orderly rearrangement of the facts, ideas, and motives 
involved, and lastly to the stage in which the delusory 
structure is completed and monotonously maintained. 
He took note of the psychiatrist’s danger of attack 
from these persécuteurs persécutés. The patients some- 
times responded to their own ideas of being persecuted 
by hostile aggression against persons in their environ- 
ment. In this category Laségue included the queru- 
lants, later called litigious paranoiacs. 

At this point arises the difference, so recurrent in 
psychiatry, between psychogenic and organic etiologies. 
Nineteenth century psychiatric literature presented 
many instances of paranoia, supposedly induced and 
caused by alcohol, lead poisoning, or cocaine, as well 
as by overwork or change of residence. Magnan™ de- 
veloped a concept of paranoia as délire chronique a 
évolution systématique, from which he excluded the 
querulants and the persecuted persecutors because the 
latter, he maintained, became ill on a basis of consti- 
tutional degeneracy. Kraepelin,?> on the other hand, 
refused to include querulant delusions as paranoiac, but 
just for the opposite reason. Because the litigious pa- 
tients were commonly provoked by a definite external 
occasion, Kraepelin classified them as psychogenic. 
True paranoia was not psychogenic, he asserted, be- 
cause it arose from purely internal causes, and in this 
distinction he was followed by the French neuropsy- 
chiatrist Serieux?® who labeled true paranoia délire 
d’interprétation while querulant delusion was classified 
as délire de revendication. Hitzig’’ coined the term 
“litigious paranoia” shortly before the turn of the 
century. 


The next area in which differential distinctions 
were gained permanently was the classification of acute 
and chronic paranoia. Westphal'® had given the name 
of acute paranoia to a series of cases in which there 
was a stidden onset and in which hallucinations more 
frequently formed a part of the clinical picture. Fur- 
thermore, deterioration was more noticeable in them. 
However, the diagnostic label soon proved impractical 
and untenable. Most of the cases were found to be 
more properly classified under alcoholism, schizo- 
phrenia, et cetera; in the same way the designation 
“periodic paranoia” had fallen into its proper place 
under manic-depression and cyclothymic states. The 
emphasis on hallucinations in acute paranoia was espe- 
cially disputed. Kraepelin’® maintained that true para- 
noia is nonhallucinatory, and so he was inclined to 
group the many allied and hallucinatory forms under 
the general heading of paraphrenia. In his own words: 


I decided first to separate off from the others the forms 
which develop very insidiously and which do not lead to states 
of profound psychic weakness—as paranoia in the narrower 
sense. The remainder, which was far more comprehensive, rep- 
resented the “paranoid” disease, a group in itself, still by no 
means uniform but put together of very different component 
parts. .. . Further experience has caused me to separate off a 
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few smaller groups again from the paranoid forms of dementia 
praecox under the name of the paraphrenics because of the 
divergent form of their terminal states. 


As for the so-called chronic alcohol paranoia, psy- 
chiatric experience soon confirmed Bleuler’s®® observa- 
tion that the chronic alcohol paranoiac was only a 
schizophrenic who also drank. 

Once the many paranoid forms under Kraepelin’s 
classification of dementia praecox and Bleuler’s schizo- 
phrenia were established, the classical delimitation of 
true paranoia was complete in essentials. It is not nec- 
essary here to go into other suggested classifications, 
such as Meynert’s amentia, which have had no lasting 
influence or significance. Paranoia now stood as the 
name of a relatively rare mental disease, a psychosis, 
characterized by systematized delusions and absence of 
psychic deterioration. 

However, the process of diagnostic evolution did 
not stop there. In 1941, to indicate how old-fashioned 
Kraepelin’s “Lehrbuch der Psychiatrie” had become, 
Zilboorg and Henry® could write that in it paranoia is 
still classified as a separate disease. It was not long 
after Kraepelin’s work that the tendency described at 
the beginning of this paper was in full swing. How- 
ever, even in the minds of those who no longer accept- 
ed paranoia as an independent entity, there were indica- 
tions of doubt. Bleuler** was the first to describe para- 
noia as part of the schizophrenic process, but in his 
classical work on the latter he still delimited paranoia 
definitely from schizophrenia. He wrote: 


At present we call delusional systems without schizophrenic 
symptoms, paranoia, whereas all others must be termed schizo- 
phrenic. 


And he defined paranoia as 


. the construction from false premises of a logically de- 
veloped (and in its various parts logically connected) unshak- 
able delusional system without any demonstrable disturbance 
affecting any of the other mental functions, and therefore also 
without any symptoms of deterioration, if one ignores the 
paranoiac’s complete lack of insight into his own delusional 
system. 


In spite of this clear delimitation, there were certain 
similarities of symptom construction in paranoia and 
schizophrenia which made such a forceful impression 
on Bleuler®* that he declared: 


. . . in paranoia the mechanism of the construction of the delu- 
sions is identical with that of schizophrenia; thus it may be 
possible that paranoia is an entirely chronic schizophrenia 
which is so mild that it could just about lead to delusional 
ideas. 


The dilemma of the psychiatrist was still posed 
straightforwardly by Bleuler, in spite of his theoretical 
tendency to subsume paranoia under schizophrenic dis- 
orders. He frankly admitted that he and his staff at 
Burgholzli had been forced to change a diagnosis from 
paranoia to schizophrenia in only a very few cases, and 


among these cases there were none in which schizo-- 


phrenia had not been suspected from the start. 

The reaction against descriptive psychiatry in our 
times certainly encourages the abolition of paranoia as 
a clinical entity. Psychoanalysis has led to the under- 
standing of a few fundamental unconscious dynamic 
processes which underlie so much of mental illness and 
which are able to produce the most varied effects. Here, 
however, the tendency to wipe out the boundaries be- 
tween paranoia and schizophrenia has been slowed 
down and moderated by the great authority of Freud. 
The founder of psychoanalysis always insisted that 
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Paranoia is the oldest name 


given to any specific insanity, 
but no other psychiatric 
term has undergone more frequent 


changes in meaning 


paranoia was to be distinguished from schizophrenia, 
not only by its outward manifestations, but also by 
special unconscious mechanisms and by its distinct 
fixation point in infantile sexual development. The 
influence of Freud’s judgment on the generally amalga- 
mating tendencies in modern psychoanalysis is evi- 
denced by the fact that Fenichel** has described para- 
noia as though it were an independent entity but has 
included his discussion of it in his chapter on schizo- 
phrenia. Kretschmer*‘ also maintains that what Freud 
called paranoia is now recognized as paranoid schizo- 
phrenia and concludes that there is no such thing as 
paranoia, only paranoiacs, but it is difficult to see what 
such a statement means. He tries to explain why 
paranoiac delusions are so unshakable and unchange- 
able and so inaccessible to therapeutic influence by 
pointing to the example of “successful” paranoiacs. 
However, it is begging the question of clinical diag- 
nosis to say that paranoid schizophrenia is concealed 
by being reinforced by success and the support of fol- 
lowers in the social, political, and financial spheres, but 
the interjection of the criterion of success is neverthe- 
less significant for any final delimitation. 


Part Ill 


Who then are the paranoiacs? They are people 
who appear to be saving themselves from total psy- 
chotic breakdown by developing a certain type of ec- 
centricity. Fenichel*® writes: 


In paranoia proper, a more fortunate constellation of psycho- 
logical forces permits a definite encapsulation of the pathologi- 
cal process. The patient’s relationship to reality seems to be 
broken at one point only, and the gap is filled by the delusional 
system. 


Waelder®® once described the creation of an “arti- 
ficial paranoia” in therapy. He reported the case of a 
mathematician whose psychotic distortions of reality 
were gradually confined to his special field of mathe- 
matics through a course of treatment. As a result of 
this “artificial paranoia,” the patient was able to main- 
tain a relatively undisturbed social life. 

Kraepelin® pointed out that delusions of grandeur 
were of special importance in the diagnosis of paranoia 
as compared to delusions of persecution. If a case is 
initiated by such ideas of grandeur, it is probably 
paranoia. Furthermore, the paranoiac is unusuaily 
controlled and circumspect. If he has ideas of perse- 
cution, he is not nearly so upset by them as is the 
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schizophrenic. Kraepelin®’ also makes the important 
observation that: 

We come across numerous psychopaths who are not equal 
to the battle of life and avoid it without developing ideas of 
persecution. What characterizes the paranoiac is his resistance, 
his passionate struggle against the injuries of life, in which he 
recognizes hostile influences. 


Above all, what characterizes most paranoiacs is 
the remarkably intellectual or ideologic form of their 
thinking. Kraepelin goes on to point out that, as com- 
pared with the delusional systems in dementia praecox, 
the paranoiac’s thinking is internally more closed, more 
rounded off, more thought out. The paranoiac takes 
account of objections to a certain degree; he tries to 
explain difficulties. In contrast to the schizophrenic’s 
abrupt delusional ideas, the paranoiac avoids or tries 
to reconcile contradictions and even alters his system 
to deal with them. Even Bleuler?® noted that a para- 
noiac can argue about his delusional system, but the 
paranoid is unable even to comprehend the objections 
io his ideas, least of all, evaluate them.” Success may 
conceal paranoia, as Kretschmer** implies, but the 
possible success of the paranoiac is a result of psychic 
forces which clearly differentiate him from the disor- 
ganized schizophrenic. 

Kraepelin® established another descriptive criterion 
{or paranoia—its emotional level. The paranoiac’s be- 
havior is almost normal. He is able to keep at his 
occupation for relatively long periods. He can be at- 
tentive and even can concentrate. His emotional atti- 
tude is fairly consistent and shows neither marked 
changes from depression to silly elation nor the great 
sexual excitements or the successions of relapses and 
recoveries that other psychoses produce. Kraepelin did 
not believe that any person with a case of true paranoia 
ever recovers, but at the same time, once the delusional 
framework is completed, it does not seem to get worse. 
He describes the case of a woman patient who had 
fallen ill at the age of 43 years and who, at the age 
of 90 and beyond, showed no sign of psychic weakness 
except for a certain senile forgetfulness. She displayed 
absolutely no disorder of any kind in her carriage and 
behavior while she adhered most firmly to her delu- 
sions. Paranoiacs, indeed, are often distinguished by 
their firm, proud, dogmatic, and stubborn ways. 


Although hallucinations may occur at some time 
in the course of the disease, they rarely persist and are 
not important. (Later the significance of the prevalence 
of auditory over visual hallucinations in these cases 
will be discussed.) The clinical picture is dominated 
by the patient’s megalomania. Everything that happens 
seems to have a special personal bearing on his prob- 
lems. The outside world busies itself with him and 
his destinies in the most varied ways. And his mind is 
constantly occupied with making the most consistent 
and logically systematic Weltanschauung of its de- 
lusory perceptions. 

They bring their experiences into relation with each other, 
they search for cause and effect, for motives and connections. 
Obscure points and contradictions are as far as possible set 
aside and smoothed over by laborious thought, so that a delu- 
sional structure arises which, with all the improbability and 
uncertainty of its foundations, still does not usually contain 
any apparent absolute impossibilities. . . .* 

Logic is so outstanding a feature of these delu- 
sions that paranoia might be said to be a very per- 
sonalized philosophic system, just as Freud once called 
philosophy a caricature of paranoia. It is not mere 
coincidence that the ancient psychopathologist Caelius 
Aurelianus®® about the fifth century listed too much 
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love for philosophy, glory, or money among the causes 
of madness; and even today, journalists intuitively 
choose the term “paranoiac” for an extremist in ideol- 
ogy, politics, or financial speculation. Whether an in- 
ventor, a political candidate, a would-be financial titan, 
or a savior of mankind, the social paranoiac has one 
thing in common with the more mundane and more 
obviously diseased paranoiac—an ingenious capacity 
for system. 

When a psychiatrist asked a patient whether he 
knew that he was mentally ill, the paranoiac replied, 
“To the holy Triune God, all men are mentally ill.”*° 
Paranoiacs sometimes show great cleverness, even wit, 
and this, together with their hostile fixations and 
megalomania, also makes them the most dangerous of 
all insane. Kraepelin thought that the chief character- 
istic of paranoia could be stated as fundamental unal- 
terability. 

Classical German psychiatry finally divided para- 
noia into four categories: (1) delusions of persecu- 
tions; (2) delusions of jealousy; (3) delusions of 
grandeur; (4) erotic delusions. One indication of the 
weakness in Kraepelin’s descriptive approach is the 
fact that he was unable to find any psychogenetic unity 
in the four groups. However, he must be given credit 
for more than merely establishing the modern psy- 
chiatric classification of paranoia. He recognized that 
the disease must be due to what he called “partial de- 
velopmental inhibitions which cause certain primitive 
habits of thought to continue permanently.”*1 What 
these inhibitions were and what were their roots were 
left for the investigations of Freud and his new psy- 
choanalytic school to illuminate. Unfortunately, 
Kraepelin showed a great deal of scorn and little pa- 
tience for Freud’s psychodynamics. 


Part IV 


Independently of Freud, Dromard**? had already 
pointed to the infantile features of the most complex 
paranoiac thinking. The egocentric trends, the peopling 
of the external world with hostile and friendly powers, 
the superstitious meanings given to the most casual 
events—all reflect a primitive stage of thought develop- 
ment which is, one might say, recapitulated in the de- 
velopment of thought in the child. However, it re- 
mained for the genius of Freud to suggest dynamic 
motivations and psychobiologic fixations which help 
explain the strange syndrome of paranoia. 

Freud completely accepted the classical descrip- 
tion of paranoia and its right to a separate status. 
Whereas Kraepelin had essentially established the de- 
scriptive differential from paranoid schizophrenia, 
Freud attempted to clarify the etiologic differential 
(even though many of his followers thought and think 
him too conservative in this). His work on paranoia 
led him to believe that the disease was dynamically 
motivated by: 

1. The father complex. 

2. Infantile omnipotence of thought and narcis- 

sism. 

3. Homosexuality in delusions of reference. 

4. Psychosexual fixation on sensations and 

thoughts relating to the anal erogenous zone. 

Before entering more closely into a discussion of 
Freud’s views, it would be well to take notice of a very 
recent study that Bonner*® conducted in order to work 
out practical hints that would help psychiatrists in 
differential diagnosis of paranoia and schizophrenia. 
This is what Bonner found in six areas of testing. 
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Intelligence. “The majority of paranoid schizo- 
phrenics have average intelligence. None is very su- 
perior, but there are 4 cases (3.2 per cent) of the 
paranoiacs with very superior intelligence. Forty-four 
cases of paranoiac disorder (35.2 per cent) have su- 
perior intelligence in contrast to 18 cases, or 14.4 per 


Above all, what characterizes most 
paranoics is the remarkably intellectual 


or ideologic form of their thinking 


cent of the schizophrenic, who are in the same cate- 
gory ” 


Character. Paranoiacs are self-assertive very early 
and are prematurely ambitious. Paranoids, on the other 
hand, are passive and show a lack of initiative or ambi- 
tion. Using the standards of Jungian terminology, 
Bonner found that 74 (65.49 per cent) of 113 para- 
noiacs were extroverts while 39 (34.51 per cent) were 
introverted. Of 115 paranoid schizophrenics, 74 (64.34 
per cent) were introverted and 41 (35.66 per cent) 
were extroverted. Of the paranoiacs, only 26 were 
single, while 50.4 per cent (63) of the paranoid schizo- 
phrenics were unmarried. These figures are addition- 
ally significant when it is realized that the average age 
of the schizophrenic patients was 40.5 years. 

Reaction to failure. “The paranoiac’s rationaliza- 
tion almost never leads to the regressive behavior so 
characteristic of the schizophrenic patient. The former 
continues his struggle, whereas the latter is more likely 
to give up.” 

‘ Blood pressure. Of the paranoiacs, blood pres- 
sure was normal in 14, high in 57, low in 38, and 
there were no data concerning 14. Among the para- 
noids blood pressure was normal in 14, high in 18, 
low in 93. (Miller®* has also discussed blood pressure 
findings in psychotics and their relation to inhibited 
aggressions. ) 

Homosexuality. “Our own data also indicate the 
presence of a repressed homosexual compulsion in 
paranoiac patients and more overt homosexuality in 
paranoid schizophrenics. The latter frequently expe- 
riences ‘homosexual panic,’ whereas in the paranoic 
patient this panic is usually absent.” 

Anality. Constipation was clearly marked in 23.2 
per cent of the paranoics but in only 7.2 per cent of 
the paranoid schizophrenics. 

Bearing in mind the tendency of these findings 


is limited to relatively surface factors and is no substi- 
tute for detailed depth investigations of single patients, 
I shall now consider what Freud discovered about 
paranoia. 

In his work on the famous case of Daniel Schre- 
ber,** Freud®* noted that the sick jurist had been a 
religious doubter before his breakdown but, in his delu- 
sions of religious salvation, the patient showed, on one 
hand, the strangest mixture of blasphemous criticism 
and mutinous insubordination and, on the other, of rev- 


480 


and at the same time that the best psychologic testing © 


erent devotion to God. Schreber was receiving divine 
revelations but he also believed that 


. . . God was not really acquainted with living men and did 
not need to be; consonantly with the order of things, he needed 
only to have intercourse with corpses . . . quite incapable of 
dealing with living men, and . . . only accustomed to inter- 
course with corpses, or at most with men as they lay asleep 
(that is, in their dreams) . . . God’s complete inability to 
judge living men correctly. ... 


Kraepelin*® described a parallel case in which 
paranoiac devotion to the Father in heaven seemed to 
allow very hostile attitudes to parental figures on earth. 
His patient had posted placards in which 
I had given expression to my faith that I believe that Ged 
who speaks to us in the Bible is our only Lord, which I am 
obliged to believe unconditionally . . . and at the same time | 
expressed myself in a contemptuous and insulting manner 
about Kaiser Wilhelm . . . my relations to my parents became 
at last so strained that I completely disowned them on tle 
ground of my belief in God’s word and I even gave up the filia! 
relation to them and spoke to them as Mr. and Mrs. F... . 

Freud found one source for this peculiarly contra- 
dictory attitude toward father-figures in what he calle: 
the negative Oedipus complex. He discovered that 
every male child, for example, develops a combination 
of incestuous love for his mother and hostility for his 
father at the same time that he seeks to be independent 
of his mother and admires his father as an image of 
his own future. In paranoia, the Oedipus conflict un- 
dergoes a peculiar vicissitude. The son apparently 
gives up the struggle against the father but not in the 
normal way. Instead he himself surrenders; that is, 
he identifies himself to an extent with his mother and 
is inclined to regard himself as a possible sexual object 
for a father or father-substitute,*” hence the peculiar 
homosexual trends which Freud found to be so charac- 
teristic of paranoia. 


In this regard, the family backgrounds of para- 
noiacs are very indicative. Almost invariably the para- 
noiac’s father was a severe, dominating personality. 
Bonner’s® differential findings on this subject are con- 
clusive. Of 125 patients with paranoia, he found that 
66 came from severely authoritarian families where the 
parental figures were harsh, suppressive, and cruel ; 23 
had parents who fell into the category of dominating 
and critical. On the other hand, of the 125 patients 
with paranoid schizophrenia, only 8 came from severe- 
ly authoritarian families, 39 had dominating and criti- 
cal parents, while 42 of the families concerned were 
described as merely neglectful and 20 were rated from 
normal to permissive. The excessive suppression of 
the oedipal tendencies in the future paranoiac leads to 
homosexual tendencies. This helps to explain the para- 
dox that Schreber, for instance, was a religious doubter 
and also a sexual ascetic before his breakdown while, 
after his illness, he became an insane believer in God 
and also a devotee of autoerotic sensual pleasures with 
effeminate fantasies. 

The homosexual trend, however, is not admitted 
by the paranoiac without a great deal of resistance. 
One of my patients, for instance, was an overt homo- 
sexual, but he vacillated between such manifest sexual 
behavior and virulent antihomosexual activities. It was 
during the latter phases that his paranoiac delusions 
would become most evident. The paranoiac fights his 
homosexuality by projecting his own homosexual 
wishes onto others, by attempted sublimations, by ax- 
gressive denial, and by trying to replace object-love 
with megalomania. Schreber became very ill soon after 
a dream in which the idea occurred that “it must be 
nice to be a woman submitting to the act of copula- 
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tion.” His conscious ego rejected this thought-feeling 
with indignation and later, at the hospital, he imagined 
that his physician was plotting to abuse him homo- 
sexually. In its final form, his homosexual tendencies 
expressed themselves in a “mission to redeem the 
world, and to restore mankind to their lost state of 
bliss,” a consummation te be preceded “by his trans- 
formation into a woman.” 


The physician in charge of the sanatorium wrote 
that it is not to be supposed that he wants to be trans- 
formed into a woman; it is rather a question of a 
“must” based upon the order of things, much as he 
personally would prefer to remain in his own honor- 
able and masculine station in life.** The homosexuality 
was ultimately warded off by the delusional megalo- 
mania. 


Freud** reduced the ideas of paranoia to certain 
basic formulas. The amatory delusion or erotomania 
was interpreted in homosexual terms as “I don’t love 
him—I love her, because she loves me.” Freud laid 
particular stress on the fact that erotomania does not 
begin with an internal feeling of loving but with an 
external delusory perception of being loved. The para- 
noia of jealousy was reduced to “I don’t love him— 
she loves him,” while the homosexual element in delu- 
sions of persecution is expressed as “I don’t love him— 
| hate him, because he persecutes me.” The perse- 
cutor, however, always turns out to be someone the 
patient once loved or a representative for such a per- 
son. But all of these formulas converge into the 
megalomanic assertion that “I don’t love anyone—I 
love only myself.” In megalomania, the paranoiac 
shows his primary tendency to abandon object relation- 
ships which he has so far been able to maintain only 
in a negative or hostile manner. According to the psy- 
choanalytic view, the paranoiac’s instinctual energies 
threaten his mind with a sexualization of ordinary 
social relationships. He protects himself from this 
dreaded sexualization by a hostile negation of homo- 
sexuality and a narcissistic overestimation of his own 
ego.3%40 


“e 


. . the amount of regression characteristic of 
paranoia is indicated by the length of the step back 
from sublimated homosexuality to narcissism.”*> As a 
result, what strikes the attention is not the most re- 
gressed of the disease processes but the efforts of the 
patient to recover. The paranoiac tries continually to 
advance from narcissism to object relationships, con- 
tinually tries to bring libido back again onto the people 
it had abandoned, even if this restoration takes an 
aggressive, destructive, hate-filled form. 


The stage of psychosexual development to which 
the paranoiac remains fixated is for many reasons 
called anality by psychoanalysts. It is during the pe- 
riod of learning bowel control and training that the 
child’s destructive impulses become subject to organi- 
zation and discipline. These controls also stimulate a 
sense of creativity with regard to the feces, as evi- 
denced by the child’s cloacal theories of birth; and 
these in turn indicate a confusion of the sexes which 
is also characteristic of the anal period. At the same 
time, the surprisingly erotic nature of expulsion and 
retention of feces helps to develop passive and active 
concepts of anal intercourse. Anality also produces 
reaction formations in orderliness, conscientiousness, 
cleanliness, and a sense of economy. Traces of these 
reaction formations are clearly discernible in the para- 
noiac’s insistence on order and consistency in his de- 
lusional system. Not least of all, it is truly amazing 
with what regularity the persecutor of the paranoiac 
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turns out to be only a representative of uneasy sensa- 
tions that the patient feels in his own bowels.*?*? 
Bibring** reported a case of a paranoiac woman who 
believed that she was being harassed by a man named 
“Behind,” and her description of her enemy included 
many features which could refer only to special condi- 
tions of her own gluteal area. In the famous case of 
Schreber,** the poor paranoid imagined that God was 
continually interfering with his own defecations, “For 
the relief from the pressure caused by the presence of 
the faeces in the intestines produces a sense of intense 
well-being in the nerves of voluptuousness.”*° 

Abraham** compared the anal fixations of the 
paranoiac to those of compulsion neurosis and found 
the chief difference in the way that the great loves and 
hates of infant life are preserved or destroyed. The 
compulsion neurotic is analsadistic, but his loved and 
hated object is preserved in the unconscious while the 
anal incorporation of the object in the paranoiac is 
thought of as a destructive process which must be con- 
tinually repeated. 

Not the least contribution of the anal stage of 
childhood which Freud**® studied is its contribution to 
the formation of conscience and the unconscious super- 
ego. Bowel training is the first external discipline on 
the child which he makes part of his own mind and 
begins to perform as a function of his own will. When 
the child begins to do the will of his parents as though 
it were his own will, the superego is formed. It is 
quite in accordance with this formation of the super- 
ego that the paranoiac, so to speak, undoes its de- 
velopment.*7 He now projects his own self-reproaches 
in the form of external voices which he hears re- 
proaching or commanding him.***® Normal conscience 
does not maintain balance for the paranoiac. He has to 
reinforce his sense of morality, order, and renunciation 
or permit himself pleasures only under the aegis of an 
externalized conscience, a world-embracing ideology, 
or a standard specially communicated to him. 


Part V 


As early as 1896, Freud®° had attempted psycho- 
analytic therapy of paranoia with little or no success, 
but these pioneer efforts enabled him to see further into 


The rarity of true paranoia in modern 


psychiatric practice has encouraged 


the mechanisms and etiology of the disease than had 
been done up to that time. 

He saw that repression existed in paranoia as it 
did in hysteria and obsessional neurosis, but the pe- 
culiarity of paranoia consisted of the fact that the re- 
turn of repressed material is not opposed by any de- 
fense but is turned into symptoms by negation and 
projected devices. The paranoiac ego does not refuse 
to acknowledge certain thoughts, memories, and feel- 
ings, as the hysteric often does. Neither is it divided 
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the questioning of its clinical standing 
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against itself as the obsessional’s ego is. Instead, the 
paranoiac ego has accommodated itself to the delusions 
and transformed itself accordingly. Thus the paranoiac 
resembles the sufferer from dementia praecox in his 
surrender of the function of reality testing, but differs 
from the latter in his subsequent efforts (often suc- 
cessful) to maintain some ego integrity without reality 
testing. The schizophrenic, on the other hand, is char- 
acterized not only by withdrawal from reality, delu- 
sions, et cetera, but chiefly by an instability and dis- 
sociation of thoughts and emotions. 


The question of a differential diagnosis between 
paranoia and dementia praecox did not really exist 
when Freud wrote his first paper on paranoia. Never- 
theless, it is interesting to see that the case he chose to 
report in detail at that time was again distinguished by 
obvious features of dementia praecox. His patient 
was a woman with hallucinations concerning the fe- 
male genitalia, who had shown improvement in treat- 
ment but only to the extent that she developed the sub- 
stitute idea that strangers could see her genitals as 
soon as they were behind her. In other words, im- 
provement consisted in reinforcement of the specifical- 
ly paranoiac side of her illness. In 1922, Freud ap- 
pended a footnote to this case, recording a subsequent 
breakdown of the patient marked by all the signs of 
dementia praecox. The other important case that Freud 
had used for his delimitation of paranoia, the Schreber 
case, was, it will be recalled, also clearly one of schizo- 
phrenia.* How can one understand Freud’s insistence 
on the delimitation of paranoia as a separate clinical 
entity and the fact that he based his demand on an 
analysis of cases which were clearly schizophrenic? 
How does the delimitation lead to a better understand- 
ing of both illnesses? Does subsuming one under the 
other lead to theoretical and clinical confusion ? 


These are the questions that modern analysis and 
psychiatry ask themselves. As I have noted, Freud’s 
views on this subject have not been accepted by the 
majority of his followers. What puzzled them even 
more was the fact that he seemed to emphasize the 
very features which seemed to obviate any separate en- 
tity, especially his concept of restitutional symptoms. 
Could not paranoia then be a phase of partial recovery 
from schizophrenia? Bleuler®* was the first to stress 
this criticism of Freud by his declaration that paranoid 
and schizophrenic symptoms not only coexist in a pa- 
tient, they also appear to merge and, indeed, to be two 
separate aspects of the same process. 

Freud had tried to anticipate this objection, but 
his answer apparently did not impress many. Speaking 
of Schreber’s symptomatology, he said :*° 
....a case may begin with paranoic symptoms and may yet de- 
velop into a dementia praecox, and . . . . paranoid and schizo- 
phrenic phenomena may be combined in any proportion . . . in 
its production of a wish-phantasy and of hallucinations it 
shows paraphrenic traits, while in its exciting cause, in its use 
of the mechanism of projection, and in its final issue it ex- 
hibits a paranoid character. 


I have already stressed the role of anality in para- 
noia. Today it is generally agreed that schizophrenia 
presents a regression to oral fixations. However, be- 
cause of the restitutional nature of the paranoiac sym- 
tomatology, contemporary psychoanalysts are inclined 
to dismiss its distinct features as mere defenses against 
more fundamental, that is, oral or schizophrenic, tend- 
encies. However, a defense mechanism is more than 
a mere defense; it is also a substitute gratification of 
an impulse for which the mind foregoes further re- 
gression. If any large group of patients presents a 
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type of defenses rooted in a special psychobiologic type 


of impulse gratification, then the defenses deserve a 
separate diagnostic classification, and the patients 
should be distinguished both theoretically and practical- 
ly from those whose defenses and restitutions are based 
on psychosexual fixations of an earlier age. 

It was only natural that the anality and homo- 
sexuality aspects of Freud’s differential should have 
been subjected to much criticism and review.**** Mac- 
alpine and Hunter®® have undertaken a thorough re- 
view of the Schreber case material, including a new 
translation of Schreber’s memoirs, and concluded that 
his basic psychosis was not sexual at all but related to 
archaic asexual procreation fantasies to which the de- 
cisive hypochondriac symptoms were attached. Freud 
had declared that an explanation of paranoia must in- 
clude its frequent accompaniment of hypochondria, but 
he himself had not offered any decisive suggestions on 
the matter, other than to indicate its narcissistic and 
restitutional bearings. 

In a series of recent academic psychologic stud- 
ies**°§ the conclusion has been reached that homosex- 
uality played little or no role in most of the cases of 
paranoia that came under scrutiny. Although the re- 
searchers conducted their studies in the traditional 
academic manner for the most part, it is also significant 
that they were usually oriented psychoanalytically. For 
instance, Aronson® surveyed various academic exami- 
nations of Freud’s theory of paranoia and found that 
only one of the studies by the Rorschach test showed 
an incidence of homosexual tendencies greater than 20 
per cent. A review of twenty-four cases of paranoid 
schizophrenia by Grauer,®® who recorded their delu- 
sions in detail, revealed homosexual content in only 
five, while two other investigators found that homo- 
sexual content was even rarer in the delusions of para- 
noid females than it was in males. However, such 
studies have had little effect on the thinking of most 
clinical psychoanalysts who continue to find sufficient 
anal and homosexual expression in their paranoid pa- 
tients to consider such factors as important in their 
etiology. I cannot emphasize too much that psychologic 
studies of an academic nature too often dwell only 
upon certain conscious and manifest responses and 
make little effort to discover the latent processes that 
operate beneath the surface. 

In general, it may be said that, as far as descrip- 
tion goes, even the dynamic psychotherapists who wish 
to eliminate the clinical entity of paranoia come to 
conclusions which are much the same as those of their 
more old-fashioned colleagues. However, the differ- 
ence between the two, if somewhat subtle, is not aca- 
demic. There seem to be involved questions of a gen- 
eral semantic approach to the problem of mental illness 
and the degree of justification that a descriptive method 
in science still has, granting the importance of dynamic 
explanations. 

It will be remembered that Freud,®® while main- 
taining the separateness of paranoia, nevertheless hel: 
that the symptoms of the disease were really a restitu- 


‘tional process: “The delusion-formation, which we 


take to be a pathologic product, is in reality an attempt 
at recovery, a process of reconstruction.” 

I have seen cases of schizophrenia reach a phase 
of resolution through paranoia. Contrariwise, Fe- 
renczi® told of a paranoiac patient who broken down 
into dementia praecox after a brief interval of psycho- 
analytic insight into his disorder. When the paranoi:¢ 
defenses broke down (which happens rarely), the is- 
sue was schizophrenia. In other words, relatively 
speaking, paranoia is often the condition of a patient's 
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mental health. Schreber won his freedom and civil 
rights in a law court after his delusional system had 
truly become fixed for the first time; that is, in a state 
of remission from his schizophrenic, hypochondriac 
crises, he arrived at a more stable solution of his prob- 
lems in paranoia. The first case that Freud reported 
in 1896 was also one of a schizophrenic in whom re- 
covery actually meant fixation of a paranoiac character. 
How can paranoia be a mental illness and at the same 
time be a state of recovery? 

This raises a practical problem which has been 
quite influential in determining the psychiatrist’s atti- 
tude. The rarity of true paranoia in modern psychi- 
atric practice has encouraged the questioning of its 
clinical standing. When a paranoiac does get admitted 
to a mental hospital, schizophrenia is looked for. 
Kraepelin® once conducted a statistical study which 
revealed that half of the patients admitted with para- 
noia had lived undisturbed with their complete disease 
for more than 9 years, and with no question of limita- 
tions on their freedom. There were more than a few 
patients who had lived in relative social peace for more 
than 20 years before their admission, and once in a 
while a case turned up in which the patient had main- 
‘ained himself without disturbance for over 40 years. 
The restitutional aspect of the disease is confirmed by 
repeated observations of psychiatrists since Kraepelin® 
that 

. the patients are mostly able to earn their living permanently 
without being specially conspicuous in their surroundings . . . 
they are not infrequently capable of exercising an important 
influence on their surroundings, of procuring for themselves a 
certain amount of consideration, of convincing some people 
of the correctness of their delusions, and possibly also of turn- 
ing them into enthusiastic adherents. .. . 


It might even be said that the state of paranoia is 
not a mental illness in the usual sénse of the word, in 
the same way that a person who has recovered from 
an attack of poliomyelitis even though he is permanent- 
ly crippled is not sick. Paranoia, in this sense, is more 
of a character disorder than a true illness.°*** It is a 
breakdown of reality testing, to be sure; it is delu- 
sional; but the integration of the ego is still of such a 
nature as to distinguish its function from the abandon- 
ment of objects and dissociation found in the usual 
psychosis and from the ego-splitting of neurosis.* 
Paranoia resembles the pathologic fusions of ego and 
superego such as are found in psychopathies and cer- 
tain perversions. 


The other great difficulty in estimating the clinical 
status of paranoia is perhaps in an exaggeration of 
Freudian dynamics. More and more, psychoanalysis 
discloses that certain processes are fundamental in all 
mental illness (and even in human nature in general).® 
Exaggerated identifications, projections, repressions, 
and reaction formations to rejected wishes are noted 
in all mental illnesses. Moreover, all the psychosexual 
manifestations of later stages of childhood and adol- 
escence are often reducible and partly dependent on 
conflicts in the earliest phase of orality. This is what 
Melanie Klein tends to indicate in her theory of the 
paranoid position at an early oral level in infancy. 
Homosexuality and its accompaniments are then re- 
garded as secondary and defensive.** In this way, there 
is more and more temptation to accept concepts of a 
basic neurosis or a single mental illness whose various 
phases would present the symptoms which characterize 
present nosologic divisions.** When an obsessional pa- 
tient is seen, is it not frequently found that his illness 
started in a hysterical manner? Do not schizophrenics 
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often pass through a phase of psychosomatic involve- 
ments on their path to recovery? 

Of course, the tendency to subsume all sympto- 
matologies in single broad categories has not triumphed 
and doubtless will not for practical and theoretical rea- 
sons which constantly assert themselves. But the 
tendency is, nonetheless, very important. With the 
diminution of diagnoses of manic-depressive psychosis 
and of paranoia, psychosis (except for organic dis- 
orders) has practically become synonymous with 
schizophrenia, and the various neuroses are coming to 
be interpreted and treated as so many more or less 
complicated defenses against schizophrenia. 

This unitary tendency (a repetition of Griesinger’s 
view on a higher level of knowledge) has considerable 
usefulness. It represents the scientific comprehensive- 
ness of newer discoveries. But perhaps too high a price 
is being paid for its gains. It tends to neglect the es- 
sential part that specific fixation and variety play in 
the understanding of psychopathology. Human life in 
the embryo can be traced to a one-celled being, and in 
the same way human life can be traced in the study of 
the evolution of the species, but it would be a mistake 
to lose the concept of species and the fixation of 
varieties for the sake of an exaggerated unity of con- 
ception. The various mental illnesses perhaps arise 
ultimately from common sources, but each represents 
a nodal point, a revolution in ontogenetic development, 
so to speak, a relative fixity from which change to 
carlier or more advanced stages is neither simple nor 
frequent. 
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DIPYRONE 


for relief of 


PAIN 


HERBERT D. RAMSAY, M.S., D.O. 
Professor of Pharmacology and Physiology 


Kansas City College of Osteopathy and Surgery 
Kansas City, Missouri 


(sodium phenyldimethylpyrazo- 
lon-methylamino-methane sulfonate) is a synthetic 
chemical compound developed and used extensively in 
Europe since about 1930. Articles have appeared in 
German literature reporting the results of treatment 
with this drug.** 

Dipyrone occurs as a white, crystalline powder, 
soluble in equal parts of water and slightly soluble in 
alcohol. It is available on the retail market in coated 
and uncoated tablets of 7%4 grains and 5 grains, cap- 
sules of 7% grains, solutions of 7% grains per cc., 
ampules of 2 cc. and 5 cc., and in 10- to 30-cc. vials. 
Dipyrone also is combined in capsules with other drugs, 
among them salicylamide (acetyl) and mephenesin. 

Dipyrone belongs to the analgesic- -antipyretic group 
of drugs, but its pharmacodynamic action in the relief 
of pain is not as yet fully known. It is possible that 
dipyrone acts by suppressing cortical excitation and 
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thus preventing the appearance of cerebral pain re- 
flexes. 


The questionnaire 


Early in 1956, the Department of Pharmacology 
of the Kansas City College of Osteopathy and Surgery 
mailed to a group of 100 physicians, selected by lot, a 
questionnaire relating to the use of dipyrone (also 
known as Dypo, Dimethone, Ampyrone, Methampy- 
rone, Diprofarn, Pydirone, Diprone, Novaldin, Methyl- 
melubrin, and Novalgin) and to its effectiveness in 
comparison with other drugs, in the relief of pain. 

Of the questionnaires sent out, 58 per cent were 
filled in and returned by physicians who were using or 
had used dipyrone in their practices. 


The resulting data 


Of the physicians reporting, 43 per cent had not 
used the drug in tablet or capsule form but had used it 
as an injection; 50 per cent of the physicians reported 
that they had used both the oral and injection method 
of administration, and 7 per cent reported they had 
used only tablets of dipyrone. 

Of those physicians using the oral and injection 
methods of administration, 14.28 per cent stated that 
injections were very effective, but oral administration 
was less effective or ineffective. The 7 per cent report: 
ing only oral administration stated they found it ver) 
effective in ordinary headache, partly effective in neu- 
ralgia, and partly effective or ineffective in migraine. 
They had not prescribed the drug for other types ot 
pain. The opinions of dipyrone of the remaining 93 pe: 
cent are shown in Table I. 
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TABLE I—EFFECTIVENESS OF DIPYRONE 


Per cent 

Percent partly Per cent 
Condition effective effective no value 
Biliary and renal colic 31.00 3.85 ao 
Preoperative pain 15.40 
Postoperative pain 11.55 3.85 —- 
Migraine 3.85 11.55 7.70 
Headache 15.40 7.70 3.85 
Neuralgia 19.25 15.40 3.85 
Lumbago 23.10 19.25 — 
Rheumatism 15.40 7.70 3.85 
Angina pectoris 7.70 7.70 3.85 
Carcinoma 7.70 11.25 
Obstetric conditions 3.85 11.25 7.70 
Pneumonia 3.85 3.85 7.70 
Coronary disease 3.85 3.85 3.85 
Minor surgery 7.70 7.70 —— 
Major surgery — 3.85 3.85 
Common cold 7.70 a= 3.85 


Effectiveness of dipyrone in 
comparison with other drugs 


Of the physicians reporting on the use of dipyrone 
in the relief of pain, 10.71 per cent felt that dipyrone 
was as effective as morphine; 24.42 per cent felt that 
it was less effective than morphine; and 3.57 per cent 
felt that it was of no value as compared with morphine. 

Of those reporting, 25 per cent felt that dipyrone 
was as effective in the general relief of pain as codeine ; 
10.71 per cent felt that it was less effective. 

Of those reporting, 17.85 per cent felt that dipy- 
rone was as effective as Demerol; 14.28 per cent felt 
that it was less effective. 

Of those reporting, 39.27 per cent felt that dipy- 
rone was as effective as aspirin in the general treatment 
of pain, while 3.57 per cent felt it was less effective. 

Of those reporting, 39.27 per ‘cent felt that dipy- 
rone was as effective as acetylsalicylic acid-phenacetin- 
caffeine citrate preparations, and 3.57 per cent felt it 
was less effective. 

Over a limited period of treatment, the average 
dosage of dipyrone in tablet form was 25% grains per 
patient, and the maximum was 58 grains; equivalent 
doses were given by injection when injections alone 
were used. In some cases, the total dosage of dipyrone 
per patient was increased by administration of both 
oral and injection forms. Data are not available on the 
details of combined treatment. 

The duration of treatment with dipyrone varied 
from a minimum of a single injection to a period of 4 
weeks of two or more injections per week. Dipyrone 
was used for an indefinite time in a few cases by 5.6 
per cent of the physicians reporting. 


Results in Clinic patients 


In the Out-Patient Clinic of the Kansas City Col- 
lege of Osteopathy and Surgery, dipyrone was used 
experimentally both in tablet form and by injection, 
the patients being under the direct care of student doc- 
tors who were closely supervised by members of the 
clinical staff. Dipyrone relieved pain in the conditions 
listed below. The dosage per patient case is shown at 


the right. 
Burns of the hand................ 2 cc. intramuscularly 
Migraine headache ................ 2.5 cc. intravenously 
2.5 cc. intramuscularly 


5 cc. intravenously 
twice weekly for 3 weeks 

Postoperatively, following Lilateral 

auricoplasty.................-.- 5 ce. daily for 3 days 


Low-back pain 
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Pain in this last case was moderately sharp and 
constant. APC with codeine, % grain and 1 grain, 
failed to give relief. Dipyrone gave almost immediate 
relief, which lasted from 8 to 10 hours following each 
injection. 

The Clinic reports indicate that intravenous injec- 
tion is most effective, intramuscular injection next 
effective, and oral administration least effective in relief 
of pain. In a number of patients, oral dipyrone gave 
essentially satisfactory, but not dramatic, results. 


Use in the nonambulatory patient 


The use of dipyrone in the nonambulatory patient is 
of great interest but is beyond the scope of this paper. 
However, two outstanding cases have been brought to 
my attention. 

In a case of gastric and intestinal flatulence with 
aerophagia of neurologic origin, dipyrone was admin- 
istered for relief of pain. Daily doses averaging 3 cc. 
(224 grains) were administered intramuscularly for 
approximately 2 weeks. The total dosage was 45 cc. 
or 338 grains. The patient was free of pain at the time 
of discharge. 

In the second case, one of partial paraplegia (with 
pain and burning sensations), dipyrone was adminis- 
tered for the relief of pain. Intramuscular adminis- 
tration was started on the first hospital day, with total 
daily doses as follows: first day, 4 cc.; second day, 18 
ce.; third day, 16 cc.; fourth day, 20 cc.; fifth day, 
24 cc.; sixth day, 14 cc.; seventh day, 6 cc.; and final 
hospital day (eighth day), 6 cc. A total of 108 cc. or 
810 grains was administered in 8 days. It should be 
noted that the patient received two doses of morphine 
sulfate, 1/6 grain, on the second day and one dose of 
morphine sulfate, 1/6 grain, on the third day. The 
patient was discharged with satisfactory relief of pain. 


Dosage 


The usual daily dose of dipyrone is 71%4 to 37% 
grains (500 to 2,500 mg.) either by injection or orally. 
Not more than 75 grains (5,000 mg.) should be given 
in 24 hours. Whereas this is considered a correct range 
of dosage for the ambulatory patient, it is about 25 per 
cent less than the maximum dose which could be given 
to the nonambulatory hospital patient. 

Kempf* reported the daily use of approximately 
37.2 to 225 grains of 50 per cent aqueous solution of 
dipyrone intramuscularly or intravenously and 7% 
grains to 1 gram orally three or four times. 


Toxicology 


Dipyrone is an aminopyrine derivative and as such 
may be expected to have some of the toxic properties 
of that compound. Aminopyrine causes acute leuko- 
penia (agranulocytic angina). There may be inflamma- 
tion of the throat, possibly leading to sloughing of the 
membranes. Fever may occur which may be followed 
by prostration and leukopenia. It is possible that only 
an individual having a definite idiosyncrasy to amino- 
pyrine would develop acute leukopenia.® 

It has been estimated that in England, fifty patients 
die each year from agranulocytosis following treatment 
with aminopyrine.® Single or multiple doses of amino- 
pyrine and antipyrine in hypersensitive individuals may 
lead to skin eruptions and to agranulocytosis, which, 
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in some cases, is fatal. Hypersensitivity may be in- 
herent or acquired. Agranulocytic angina is believed to 
be most common in users of these drugs, particularly 
in individuals of advanced age, those suffering from 
exhaustion, or women during menstruation. Thus care- 
ful control of the blood picture is indicated during the 
use of the drug.” 

When dipyrone is used over an extended period, 
it is recommended that regular laboratory tests be 
made, including erythrocyte counts and leukocyte and 
differential studies, at reasonable intervals during treat- 
ment. 

In the reports from physicians, in records from 
the Out-Patient’ Clinic of the Kansas City College of 
Osteopathy and Surgery, and in animal experiments in 
the Department of Pharmacology, no signs of toxicity 
have been noted in the blood. In fact, in some pro- 
longed cases, the blood findings have improved and, in 
the same cases, the amount of drug required was re- 
duced toward the end of treatment. No evidence of 
euphoria, hypnotic action, or habit formation has been 
observed. 


Philadelphia, Pennsylvania 


a THE EARLIEST recognition of erythro- 
blastosis fetalis and its etiologic agent, the Rh fac- 
tor, the mortality rate has gradually decreased while 
the case-finding rate has risen.’ This indicates the de- 
velopment of better therapeutic technics, as well as 
improved methods of detection of erythroblastosis. Cor- 
ollary to the latter as a cause of improvement is the 
advance in anticipation of actual and potential erythro- 
blastosis. 

The prevention of fetal wastage implies primarily 
a basic understanding of the Rh factor and its many 
ramifications. Because this subject has been adequately 
presented so many times before, it will not be presented 
here. But prevention of fetal wastage infers also an 
orderly, integrated system of approach to the problem, 
beginning with the Rh negative pregnant woman and 


following through to the postnatal care of her newborn.. 


That early recognition and anticipation are urgent 
in erythroblastosis needs little statistical backing. While 
the over-all mortality rate in untreated Rh incompati- 
bility runs about 60 per cent, the rate among adequately 
treated cases is closer to 17 per cent, with the salvaging 
of another 25 per cent who, without therapy, would live 
but would develop brain damage.” 


“Presented at the Annual Meeting of the American College of Osteo- 
pathic Obstetricians and Gynecologists, Philadelphia, Pennsylvania, Feb- 
ruary 19, 1957. 


486 


ERY THROBLASTOSIS* 


ARNOLD MELNICK, A.B., M.A., D.O., M.Se. (Ped.) 


Conclusion 


It must be concluded from these observations and 
from available literature that dipyrone, when used in 
adequate dosage and under careful supervision by the 
physician, will act as an effective analgesic in a large 
number of disorders and that it is relatively nontoxic 
to the majority of patients. 

2105 Independence Ave. 
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PREVENTION 


of fetal wastage due to 


An integrated approach 


In spite of the innumerable excellent reports and 
summaries on the Rh factor, there seems to be available 
no complete and satisfactory correlated approach to the 
specific practical problem of the pregnant Rh negative 
mother and her baby. Too often, only a particular 
aspect—pediatric, obstetric, or serologic—is emphasized 
in the literature. 

In an attempt to fill this void, a chart is presented 
with this article. It is based on a consensus of the 
authoritative literature, even though there exist some 
minor differences of opinion among these authorities. 
The chart gives a general approach to the question and 
transgresses the sharp lines of specialty disciplines. [n 
essence, it attempts to answer for the doctor the ques- 
tion: “What are the specific steps to take with the 
pregnant Rh negative patient, now, at delivery time. 
and with her offspring?” I must caution against rigidly 
following any chart or system, including this one pre- 
sented here, in the treatment of a human being. This 
chart, then, is offered as a concise outline of the han- 
dling of this problem, leaving the complicated details 
and complicating factors to more theoretical discus- 
sions. It fulfills the need in all but a small number of 
cases. However, the physician is urged to develop a 
full knowledge of the intricacies of this problem before 
utilizing the chart. 
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Discussion of chart 


The outline is essentially self-explanatory. A com- 
plete history must be taken on every Rh negative, preg- 
nant patient ; and it is suggested that the father’s serum 
be tested for Rh factor and genotype in addition. An 
Rh negative father obviates any prospect of difficulty, 
because all babies of this coupling will be Rh negative. 
With a homozygous Rh positive father, the danger is 
at once apparent as all subsequent children will be Rh 
positive and probably sensitized. Attention should then 
be directed to necessary therapy rather than to further 
diagnostic work which would contribute little. 

In cases where the father is heterozygous Rh 
positive, the mother’s Rh antibody titer should be 
checked, preferably at 3 and 8 months of pregnancy. 
In line with these findings appropriate steps should be 
taken in advance of delivery. 

Toward the close of pregnancy, there arise three 
problems: (1) Shall delivery be at term, or shall labor 
be induced earlier because of Rh status? (2) Shall the 
usual serologic studies of the umbilical cord blood 
(Coomb’s test, hemoglobin, and bilirubin) be consid- 
ered as emergency measures or urgent measures to 
determine therapy, or shall they be routine to find 
developing trouble? (3) Shall blood be prepared in 
anticipation of exchange transfusion at birth? These 
questions are answered on the chart. 

In those instances in which some waiting after 
birth is indicated, certain clinical and laboratory find- 
ings give indication for exchange transfusion based on 
prenatal and postnatal data? These, too, are shown on 
the chart. 


Management of Pregnancy in Rh Negative Patient 


It may be seen from the chart that the best labora- 
tory procedures for general use are the Coomb’s test 
and determination of hemoglobin, and serum bilirubin, 
both for cord blood studies and for appraisal of the 
baby. Of course, where study of the blood heme pig- 
ments is possible, this should be done. 


Summary 


The importance of early case finding and case 
anticipation in erythroblastosis is emphasized. 

An integrated chart, correlating information ap- 
plicable to almost all cases involving the Rh factor, is 
presented. Caution is urged in the use of the chart 
without adequate knowledge of all the ramifications of 
the Rh factor. Its use is recommended as a concise, 


practical guide. 
7247 Charles St. 
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Rh negative 
mother 


ELICIT CAREFUL HISTORY 


Positive Negative 
history history 
FOR Rh FACTOR AND GENOTYPE 
Father Father Father Father Rh positive, Father 
Rh negative homozygous heterozygous jozygous or Rh negative 
Rh positive Rh positive heterozygous 
/ CHECK MOTHER'S Rh ANTIBODY ——— 
| \ 
Titer Titer No Titer || Titer No 
rising not titer rising not titer 
rising rising 
DELIVERY Induction (7) Term Term Term Term Term 
CORD STUDIES Guidance || Immediate Urgent Routine Urgent Routine Routine 
EXCHANGE Immediate || Prepared |} Watchi Watchin Prepared Watchi Little 
TRANSFUSION 2. Cord Hb below . Cord bilirubin above 3 mg. per 100 ml. 
15 grams . Serum bilirubin above 15 mg. per 100 ml. 


Vow. 56, Apri 1957 


. Jaundice in first 24 hours and cord 
Hb below 15 grams 
. Prematurity and positive Coomb's test 


2 
3 
4 
5. 
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Observations based on 10-YEAR STUDY 


of 1,311 cases of pedal 


PHALANGECTOMY* 


S. S. SCHWARTZ, D.O. 


Kansas City, Missouri 


I T HAS BEEN A RELATIVELY short time in the 
history of mankind since our forefathers were forced 
to use every muscle and joint in the feet, since pedal 
locomotion was the only means of travel. Primitive 
man hunted animals for his food supply, dependent on 
his feet for his very life. Every ounce of power in his 
feet had to be used both for obtaining food and for 
defending himself. In time the ox, horse, and camel 
were trained to carry the human. Today, in a matter 
of 5 or 6 decades, very fast and efficient means of 
transportation have made foot travel old-fashioned. 
Through lack of use, deleterious changes have taken 
place, and the well-developed, versatile feet have lost 
much of their tremendous functional character. 

This paper will consider the problems of atrophic 
and weak feet which often accompany middle and old 
age, and discuss methods for alleviating these difficulties. 


Etiology 


Gravity is a universal force against which our 
locomotor structures are specifically designed to act; it 
is the chief mechanical force operative within the feet 
that is capable of injurious action. The most critical 
phase of foot function lies in the division of these 
heavy stresses upon the slender metatarsal bones, and 
most atrophic malfunctional changes occur in the distal 
metatarsal and phalangeal areas. A distinct range of 
tissue damage and clinical symptoms can be recorded 
where disordered function of the metatarsophalangeal 
and interphalangeal joints has developed.' 

Atrophic changes and anatomic weaknesses permit 
the body weight to effect a great traumatic pathologic 
change.? The primary contracting tissue is the muscle, 
which is highly specialized and falls readily into a state 
of degeneration. When destroyed, it is no longer re- 


placed in kind but fibrous tissue is substituted for it. 


Muscle possesses the ability of adaptive shortening to 
a much greater degree than do any other tissues. Con- 
tractures which are the result of pathologic changes in 
the muscle tissue are most frequently found in trau- 
matic conditions. 

Circulation of the tendons begins to deteriorate 
toward the end of the third decade of life, at which 
time the central artery usually disappears. The substi- 


“Presented at the annual meeting of the American Osteopathic Acad- 
emy of Orthopedists, Washington, D.C., October 31, 1955. 
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tuting fibrous tissues have nothing left of the elasticity 
or contractibility of normal muscle; therefore, trauma 
to the joints and skin of the feet is increased. Capsular 
structures rapidly undergo shrinkage and maintain 
themselves rigidly in the contracted position. 
Hereditary anatomic factors are very important, 
and study of anatomic variations of the foot weight- 
bearing surface reveals two interesting factors. One is 
the degree of varus posture produced by the weight- 
bearing plantar calcaneal tubercles. It was found that 
when the medial tubercle protruded plantarly more than 
¥ inch beyond the lateral tubercle, the normal resting 
angle was so great as to cause a relatively increased 
varus posture to be normal for that particular individ- 
ual (Fig. 1). This type of foot accommodates less 
readily to modern footgear than does the unchanged 
foot. The other extreme was that in which both 
tubercles were at about the same level (Fig. 2). This 


Fig. | Fig. 2 


Fig. |. Varus type of plantar calcaneal tubercles. Fig. 2. Valgus type of 
plantar calcaneal tubercles. 


second type of foot adapted itself much more happily to 
modern footgear than did the first. In the varus type of 
heel, the peroneus longus has to produce additional mo- 
tion in the subtalar joint and in the flow of body weight 
from the base of the fifth metatarsal to the hallux. This 
may be a factor in the more common occurrence of 
traumatic subtalar arthritis in the Negro, in whom the 
lack of the varus type of plantar calcaneal tubercles is 
common. 

The other anatomic factor of significance in weight 
bearing is the height of the plantar intercondylar ridge 
of the first metatarsal head and the angle or plane of 
the sesamoids in relation to the metatarsal head, as seen 
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in a roentgenogram of the tangential plantar view of 
the foot (Fig. 3). 

Other factors studied include variations in size 
and shape of the talonavicular joint. It was found that 
the size of this joint varied considerably in feet of equal 
length and width. The medial to lateral measurement 
was greatest in the stable type of foot, in which diver- 
gence of the talus was at a minimum and the talonavic- 
ular ligament was short and strong, in contrast to the 
small talonavicular joint with divergent talus and long 
talonavicular or spring ligament. 

Anatomic weaknesses rarely produce disabling 
symptoms in children of young adults. In one study,’ 
the patients whose disability required surgical correc- 
tion averaged 56 years of age. Senility brings with it a 
general slowing down in all bodily processes; the gait 
becomes halting with the body propelled forward and 
the weight thrust upon the balls of the feet. 

Brachman‘ found that etiologic factors in difficul- 
ties related to the feet, in 3,000 patients over 35, were 
(1) shoes, 40 per cent; (2) inherited deformities, 15 


per cent; (3) injury, 5 per cent; and (4) debilitant 
disease, 40 per cent. 

One of the chief problems in locomotion arises 
from the relationship between the plantar surface of 
the foot and the walking surface. Therefore it is im- 
portant to determine what metatarsal segments of the 
foot bear most of the burden. 

To test, the patient is seated with his legs extended 
to their limits, and each metatarsal segment is dorsi- 
flexed individually, while special attention is paid to the 
contrasting flaccidity or stiffness of adjacent metatarsal 
heads. It is common to find the second and third meta- 
tarsals have a strong stiff intermetatarsal head con- 
struction, while that of the first and second is flaccid 
as is that of the fourth and fifth, while that of the third 
and fourth is moderately moveable. The ideal would 
be for the range of motion in each distal intermetatarsal 
area to be nearly equal, for the free atraumatic flow of 
weight. 

In the present study, the gastrocnemius and soleus 
efficiency has usually been found to be relatively good. 


Surgical treatment 


_ Phalangeal surgery in which destruction or modifi- 
cation of interphalangeal joints has been produced does 
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not seem to induce a fatigue factor or functional im- 
pairment. In the group under discussion, radical fillet- 
ing operations for severe claw toe afforded release of 
tension in contracted muscles and stiff joints. The 
newly flaccid toe almost immediately allows the patient 
economy of energy utilization and relief from the var- 
ious well-known traumatic symptoms of contracted toes. 
Shortening the contracted fifth toe changes it from a 
tense antagonistic member, fighting for its place in the 
shoe, to a small, flaccid one which uncomplainingly 
fills any small portion of the shoe which it can find. 


Marked atrophy has been found to occur in bony 
tissue permitted to remain in situ, distal to the osteoto- 
mized area (Fig. 4). The increased efficiency of general 
foot function notwithstanding, the atrophy indicated 
that the stiff unyielding claw toe was not functionally 
important in this particular group of patients. The 
small toe has been found to be the most common and 
greatest offender. In the present series, 60 per cent of 
patients undergoing surgical interference complained of 
a distressing fifth toe problem. 


b 


Fig. 3. Tangential sesamoid articular view of foot; (a) angle of sesamoid 
facet on the metatarsal head and apparent intersesamoid ridge; (b) dis- 
placed sesamoids with no ridge visible. 


Generally speaking, in the series studied, proce- 
dures for phalangectomy of the small toe were divided 
into three groups, depending upon the degree of correc- 
tion necessary for a particular patient. The most com- 
monly used procedure was distal hemiphalangectomy of 
the proximal phalanx, used in 80 per cent of cases 
involving the fifth toe. Another 14 per cent received 
complete proximal phalangectomy, and 6 per cent had 
distal hemiphalangectomy of the proximal phalanx or 
complete proximal phalangectomy plus middle pha- 
langectomy. 


The last group consists of those patients having 
keratosis between the fourth and fifth toes. About 15 
per cent had a markedly short fifth metatarsal. In these 
cases it was often found inadvisable to disturb the 
proximal condyles of the proximal phalanx. The modus 
operandi appears to be that the great flaccidity distal 
to the proximal condyles of the proximal phalanx tends 
to diminish radically the need for motion in the intact 
remaining metatarsophalangeal joint. The long flexor 
and extensor muscles no longer act on this joint. In 
time the flaccidity tends to disappear, and the long ex- 
tensor and flexor tendons act to move the toe at the 
osteotomized site (Fig. 4). This same principle will 
be discussed later relative to the type of short first 
metatarsal described by Morton.® 
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In this series of 1,311 phalangeal surgery cases, 60 
per cent involved the small toe, 15 per cent the second 
toe, 13 per cent the fourth toe, 9 per cent the middle 
toe, and 3 per cent the great toe. In about 200 cases, 
proximal phalangeal shaftectomy was done when the 
second, third, and fourth toes were involved. The ob- 


a b 


Fig. 4. Proximal phalangeal surgery in case of short fifth metatarsal; (a) be- 
fore surgery and (b) 3 years following surgery. 


ject was to compare the cases in which this technic was 
utilized with those cases in which distal hemiphalangec- 
tomy of the proximal phalanx was carried out. It was 
found that in most instances the healing period was 
more rapid where distal hemiphalangectomy was per- 
formed, and there were fewer unsatisfactory results. 

Complications of phalangeal surgery were mainly 
a moderate form of Sudeck’s bone atrophy, visualized 
radiographically, and varying intensities of brawny 
edema. Since the use of Alidase in the local anesthetic, 
this latter complication has not occurred very often. 

The chief postoperative complaint resulting from 
this type of small toe surgery has been that the toe be- 
came excessively flaccid and care was required in ap- 
plying hose and shoes. 

Correction of advanced hallux valgus is not usual- 
ly highly successful from the patient’s standpoint over 
a long period unless the sesamoid function has been 
improved and remains functionally adequate. When 
the intersesamoid ridge has become worn down, it can- 
not be replaced (Fig. 5). Displaced sesamoids allow an 
excess of trauma to the second metatarsophalangeal 
joint. 

Anatomic studies as seen in the dissection labora- 
tory have indicated that second toe problems are di- 
rectly related to the first metatarsophalangeal joint. The 
second toe becomes clawed, dislocated, or contractured 
as a result of undue trauma forced upon it by specific 
malfunction of the sesamoids and flexor hallucis longus 
muscle. As the sesamoids become progressively dislo- 
cated laterally, they tend to approximate each other un- 


til the intersesamoid space is completely obliterated. In 


many cases this tends to force the flexor hallucis longus 
to assume a more superficial position and lose its rela- 
tively great shelter between the two sesamoids. It was 
not uncommon to find the flexor hallucis longus tendon 
dislocated from the intersesamoid sulcus and overlying 
the tibial side. sesamoid. This deforming accommodat- 
ing mechanism is halted temporarily by the strong posi- 
tion of the tendon in the proximal intercondylar sulcus 
of the proximal phalanx. The constant strong adduct- 
ing pull of the displaced flexor hallucis longus tendon 
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gradually weakens the medial joint capsule, and valgus 
dislocation of the proximal phalanx slowly occurs. 

While hallux valgus produces one of the chief 
causes of forefoot disability, the hallux can adapt itself 
more readily than the lesser toes, and since it has only 
two phalanges it is not as likely to develop a claw de- 
formity. The valgus position is much less traumatic 
than is contraction or clawing, as seen in the lesser 
toes. Interphalangeal ankylosis is rare in the great toe. 
Displacement of the sesamoids is a major factor in 
metatarsalgia and contraction of the second toe (Fig. 
3). It is difficult to maintain correction of the second 
toe in the face of continuing progressive displacement 
of the sesamoids. 

The slow changes occurring in hallux valgus are 
accommodated by alteration of the facets upon which 
the sesamoids glide. The tibial side sesamoid gradually 
wears down the so-called intersesamoid ridge; then it 
assumes the former position of the fibular side sesa- 
moid. The first plantar metatarsal head loses its slight 
pear-shaped appearance and becomes rounded (sce 
Fig. 5). With advancing age, trauma, and shortening 
of the flexor hallucis longus, the medial (tibial sie) 
sesamoid dislocates into the intermetatarsal space. ‘lhe 
proximal lateral condyle of the proximal phalanx may 
then become wedged in the intermetatarsal area. 

In a few selected cases, I attempted correction of 
the short flexor hallucis longus and extensor halltcis 
longus muscles and relative lengthening of the short first 
metatarsal, as described above, for correction of the 
short fifth metatarsal. Osteotomy of the shaft of the 
proximal phalanx was done as a means of lengthening 
the long flexor and extensor muscles. Approximately 1, 
to 1 inch of the shaft of the phalanx was resected (I'ig. 
5). The osteotomized phalanx was splinted in the neu- 
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Fig. 5. Proximal phalangeal surgery in short first metatarsal, (a) non-union. 


tral position with a gauze pack between the toes. [ol- 
low-up of these cases up to 9 years indicated that 
recurrence of further sesamoid dislocation occurred in 
less than half the cases. Splinting in an overcorrected 
position may give a better result. Excisions of lorge 
irregular fibular side sesamoids probably would be very 
helpful. Arrest of further displacement of sesam. ids 
by lengthening the flexor hallucis longus and extersor 
hallucis longus indicated that the deforming action ot 
the flexor hallucis longus pressing on the sesamoid may 
be an important factor in the etiology of hallux valgus. 
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Conclusion 


The degree of varus foot posture as indicated by 
the plantar calcaneal tubercles may be a help in under- 
standing some part of the pathomechanics of forefoot 
problems. Study of the size, shape, position, and func- 
tional efficiency of pedal sesamoids may help give the 
answer to some of the problems. It has been my expe- 
rience that changing a tense, grotesque-appearing fore- 
foot to one that is flat, round, and relaxed has generally 


given a gratifying result to most patients. 
1419 Grand Ave. 


TUMORS OF 
THE MALE 
BREAST 


A. G. REED, B.S., D.O. 
Tulsa, Oklahoma 


| UMORS OF THE MALE breast may be classi- 
fied either as benign or malignant. Benign tumors, or 
enlargements, are characterized largely by their fre- 
quent incidence and lack of serious consequences in 
usual cases. Malignant tumors are so rare that many 
practitioners confess never to have seen an actual case. 


Benign tumors 


Incidence-—Of the instances reported the condi- 
tion is well distributed age-wise, with peak concentra- 
tions during puberty and senescence, when the greatest 
hormonal changes occur. It is estimated that more than 
two-third of all boys between 13 and 16 years have 
slight, button shaped mammoplasia of varying degrees 
beneath the nipple. To this group the term “puberty 
node” is applied. In some instances the size may be 
considerable and fail to disappear by the usual age of 21. 

In adult life, gynecomastia is more significant and 
seldom regresses spontaneously. Increase of mammary 
and adipose tissue may occur, and there are recorded 
instances when the male breast has functioned physi- 
ologically, even allowing the patient to serve as a wet 
nurse? 

The condition is frequently found in men with 
testicular tumors. However, 307 patients included in a 
study reported by Dexter*® had no sexual abnormalities, 
endocrine imbalance, or liver dysfunction. (Patients 
who had been on stilbestrol or estrogen therapy were 
not included in the report.) Age distribution in that 
study is shown in Table I.* 

Etiology—Mammary hyperplasia is often con- 
comitant with male adolescence and senescence, and the 
true complexity of it remains unknown. Some authori- 
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ties* agree that the condition is related to hormone im- 
balance or endocrine disturbance. One of the contribut- 
ing factors is believed to be aberrations of the secre- 
tions of the adrenal cortex. 


The gonads, according to Lewis and Geschickter,® 
are to be considered causative factors. These investi- 
gators point out the frequency of gynecomastia in 
hermaphrodites, pseudo-hermaphrodites, and patients 
with teratoma of the testicles. Testicular atrophy with 
gynecomastia, known as Kleinfelter syndrome, is char- 
acterized by periductal and intralobar tissue in the 
breast and hyalinization of the testicular tubules, asso- 
ciated with azoospermia and small testes with an ab- 
sence of Leydig’s cells. Frequently, also, it is associat- 
ed with testicular tumors, especially chorio-epithelioma, 
teratomas, and interstitial cell types. 


Pituitary disorders and hyperthyroidism have been 
found accompanying gynecomastia ; however, the patho- 
logic relationship has not been established. 

In hepatic cirrhosis where impaired deactivation of 
estrogen occurs, gynecomastia often results. Following 
periods of starvation activation by the liver of tes- 
tosterone, but not estrogen, the same results have been 
observed. This is also true of chronic malnutrition for 
similar or equivalent reasons. 

Trauma as a causative agent seems unimportant, 
except to call attention to the existing condition. Infec- 
tions fail to comprise a reason for gynecomastia. Estro- 
gen administered over a long period was definitely as- 
sociated with the condition. 


In general, it seems to be agreed that the chief 
cause of benign mammary hyperplasia is probably an 
estrogen-androgen imbalance, resulting in the peak in- 
cidence in puberty and senescence when marked hor- 
mone changes occur. 


TABLE I—DISTRIBUTION OF MAMMOPLASIA 
ACCORDING TO AGE 
Age No. of cases 


12-21 136 
22-31 34 
32-41 35 
42-51 33 
52-61 45 
62-71 20 
72-81 24 
82-91 4 


Diagnosis.—Recognition of mammary hyperplasia 
in the male can often be accomplished by inspection. 
If the breast is symmetrical, uniform, and similar to 
the female breast, it is called gynecomastia. 


Palpation reveals that in 90 per cent of the cases 
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of mammoplasia there 1s a rubbery discoid, or sub- 
areolar plaque of tissue freely movable and not ad- 
herent to the skin or underlying tissue. Or, a discrete, 
firm mass may contain hyperplastic epithelium included 
with increased amounts of periductal tissue and mam- 
mary ducts.® 

Mammoplasia is seldom confused with breast ma- 
lignancy. However, except in the most evident cases, 
biopsy of tissue is indicated. Treves® warns that in all 
cases of gynecomastia biopsy is imperative if there is 
nipple abnormality. 

Symptoms.—In the usual case the patient com- 
plains of a lump or a swelling in the breast, occasionally 
bilateral, but usually unilateral. In one study,’ 55 per 
cent of these lumps occurred in the left breast, and 45 
per cent in the right. The lump varied from 1 to 10 
cm. in diameter. 

Pain is an unusual sign unless the area is actually 
traumatized, but it does occur on occasion. In absence 
of distortion of nipple and irregularity of contour of 
areola, suspicion of malignancy is usually not aroused. 

Treatment.—Spontaneous regression of the mam- 
moplastic breast occurs in a majority of the adolescent 
males; hence expectant care is indicated in these self- 
limited cases. Regression occurred in 80 per cent of 
the 228 cases treated conservatively in one series,* in 
from 1 month to 2. years with the average being 6 
months. 

Hormone therapy has not proved of encouraging 
value. Hoffman’ and Adair*® advocated the use of tes- 
tosterone for benign enlargement ; however, apparently 
only a few patients respond favorably. A proper pro- 
gram of estrogen-androgen balance has not been thera- 
peutically determined. 

In more mature patients surgery is the therapy of 
choice particularly in (1) cases that cannot be fol- 
lowed ; (2) sensitive males who may conceal their con- 
dition; (3) failure of regression after 2 or 3 months’ 
observation, to avoid neglecting a possible malignancy ; 
(4) a lesion that is dense, the skin is dimpled, or the 
nipple is retracted; (5) pseudogynecomastia, for cos- 
metic reasons; or (6) when the histologic specimen 
reveals an increased amount of ductal and connective 
tissue.* 

Irradiation therapy has found no place of value in 
benign breast hyperplasias. 


Malignant tumors 


Incidence.—Incidence of cancer of the male breast 
is rare, comprising about 1 per cent of all breast malig- 
nancies. Kaplan’ states a prevalence of 2 per cent. 

In one series of 146 cases reported by Treves and 
Holleb*® the ages varied from 24 to 85 years, the av- 
erage being 52.1 years. In another series of 75 patients, 
Huggins and Taylor'' found the mean age to be 64 
years. 
Surgeons familiar. with the incidence and gravity 
of the problem have regarded cancer of the male breast 
of more serious import than that of the female breast.’ 
Many reasons have been advanced to corroborate this 
conclusion, but the factual basis of the statements has 
been questioned. 

The absence of fat in the male breast permits di- 
rect extension of the growth to the pectoral fascia and 
muscles, thus permitting lymphatic spread, and the ma- 
lignancy grows rapidly and metastasizes early. How- 
ever, Ackerman and del Regato’ state that the evolu- 
tion is slower than in the female breast. 

Treves and Holleb’® show that incidence of male 
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breast malignancy varies considerably with nationality. 
Of 100 patients, foreign born individuals comprised 77 
per cent of the total number; while 23 per cent were 
American born. In the over-all incidence, 42 per cent 
were Jews; the 58 per cent included all others. 

Etiology.—Estrogen therapy in the treatment of 
men with advanced carcinoma of the prostate is he- 
lieved to be a definite etiologic factor in breast malig- 
nancy. This thought was subscribed to by Jessiman and 
Moore ;'* others have expressed grave doubts as to this 
conclusion. 

In one series,’® trauma was assigned as the causa- 
tive factor in 12 per cent of cases. The factor of 
trauma varied widely not only in type and frequency, 
but also in duration of onset, this period being from 1 
day to 40 years. A review of the hospital records failed 
to reveal any correlation between the trauma and the 
development of cancer of the breast. Perhaps the trau- 
ma merely directed attention to a pre-existing condition. 

Pre-existing gynecomastia was entirely unrela‘ed 
to male breast malignancy, according to the report of 
one series, and syphilis was present in only two in- 
stances.’° Trauma, familial history of cancer, gyneco- 
mastia, and estrogen therapy were not considered pre- 
disposing factors by Huggins and Taylor.*! 

The relation of male breast cancer and malignan- 
cies of other areas bears considerable interest, whether 
the other malignancies are prior to, simultaneous with, 
or subsequent to the breast involvement. The following 
chart’? depicts graphically the three relationships : 


TABLE II—MULTIPLE PRIMARY CANCERS IN MALE 
BREAST-CANCER PATIENTS 


Second primary diagnosed No. cases 


Prior to breast ca. 
Rectosigmoid ca. 1 
Lymphosarcoma 2 

Simultaneous with breast ca. 

Prostatic ca. 
Buccal mucosa ca. (metastases to node) 1 

Subsequent to breast ca. 
Rectal ca. 

Lingual ca. 
Chronic lymphatic leukemia 
Face, basal-cell ca. 


Total 


Symptoms.—Breast swelling, nipple retraction and 
distortion, serous or bloody discharge from the nipple, 
ulceration, axillary involvement, and pain at site or 
elsewhere (depending upon the advancement of the 
case) are classic symptoms seen singly or in combina- 
tions in male breast malignancy. The more advanced 
the disease, the greater the symptom complex. 

In the Treves and Holleb series,’ a breast miass 
was the first symptom noted in 105 of the 132 cases 
surveyed (66 per cent). Pain was an insignificant ini- 
tial symptom, being absent when early nipple changes 
were in process. 

Nipple abnormalities occurred in 25 per cent of 
the cases, with discharging nipple, bloody or serous in 
13 cases, retracted nipple in 11 cases, and encrusted 
nipple in 9 cases. In most instances the mass was ‘lis- 
covered by the patient rather than by a physician’s ex- 
amination. All but two lesions were located beneath 
the nipple, and were hard and dense. By exfoliative 
cytology tests, malignancy of nipple discharges was 
often suggested. 
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The following table lists the initial symptoms in 
146 cases of cancer of the male breast, according to 
Treves and Holleb.’° 


TABLE III—INITIAL SYMPTOM _IN 146 CASES OF 
CANCER OF THE MALE BREAST 


Symptom 


No. cases 
89 (67.4%) 


Breast mass only 

Breast mass plus 
Retracted nipple 
Discharging nipple 
Discharging nipple, pain 
Encrusted nipple 
Encrusted nipple, pain 

Nipple discharge only 

Nipple encrustation only 

Nipple retraction only 

Nipple encrustation, retraction 

Ulceration 

Axillary swelling 

Pain only 

Pain, breast mass 


We 


Total 
Uncertain 


Total 


The tumor was attached to the skin and the nipple 
was retracted in all cases in one series.1! The tumors 
had attached to the underlying fascia in 30 per cent of 
the cases, and in 70 per cent, metastatic spread to the 
axillary lymph glands had occurred. 

Duration of Symptoms.—In 25 cases of one se- 
ries,'® the duration of symptoms was uncertain. Those 
recognized varied from 2 days to 44 years. The median 
duration was 9 months before seeking medical atten- 
tion. Seventy-eight per cent of the patients did not 
seek treatment within 3 months following the discov- 
ery, 13 per cent waited 4 years before reporting to the 
physician. 

In another series’! the mean interval between onset 
of initial symptoms and the time the patient was seen 
medically was 4% months. The average duration of 
symptoms was 2 years. On admission, 82 patients had 
involvement of the left breast, 63 of the right. 

Clinical Classification.—Distribution on the basis 
of clinical classifications rather than age in the 146 
cases was reviewed in the one series.’° It was as fol- 
lows: Primary operable breast cancer, 63 per cent; re- 
current operable breast cancer, 3 per cent ; prophylactic 
operations, 2 per cent; primary inoperable breast can- 
cer, 14 per cent; recurrent inoperable breast cancer, 18 
per cent. 

Huggins and Taylor’! made other groupings ac- 
cording to the extent of involvement. Four stages were 
recognized : 

Stage A—disease was limited to the breast 

Stage B—disease did not extend beyond axillary 
lymph nodes 

Stage C—disease extended beyond the breast and 
axillary nodes 

Stage D—disease was generally disseminated. 

Of 60 cases evaluated, 16 fell in stage A; 15 in 
Stage B ; 26 in stage C; and 3 in stage D, including both 
primary and secondary groups. Enlarged lymph glands 
‘were encountered in the homolateral axilla in 46.4 per 
cent of the Treves and Holleb series.?° 

_ The smallest breast tumor described was 5 mm. in 
diameter and the largest, a sarcoma, was 12 cm. in 
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diameter, the average being 3 cm. Size in relation to 
degree of tumor development was misleading; some of 
the smallest tumors were inoperable due to disseminat- 
ed metastases.*° 

Physical findings on admission in 84 operable 
cases of male breast malignancy are contained in the 
following table :*° 


TABLE IV—PHYSICAL FINDINGS ON ADMISSION IN 
84 OPERABLE CASES 


No. cases 


Palpable mass 76 90.4 
Nipple abnormalities 61 72.6 
Retraction 
Ulceration 25.0 
Discharge 16.6 
Encrustation 35 
Mass and nipple abnormality 43 
Skin fixation (without 
ulceration 19 
Ulceration only 8 


36.9 


Pathologic Findings.—The pathologic findings in 
primary malignancy of the male breast are similar to 
those of the female breast. Stewart'* excepted the “lobu- 
lar carcinoma,’ perhaps because the male breast is 
usually devoid of lobules. Statistics> bore out the ac- 
curacy of his conclusions. Malignant cystosarcoma 
phyllodes comprise another exception. 

Pathologic classification in cancer of the male 
breast is contained in the following table :?° 


TABLE V—PATHOLOGIC CLASSIFICATION 
No. cases 


Papillary carcinoma—noninfiltrating 7 
Infiltrating duct carcinoma %6 
Paget’s disease of the nipple (2 cases) 
Inflammatory carcinoma (3 cases) 
Infiltrating papillary carcinoma 
Infiltrating medullary carcinoma 
Myxoliposarcoma (low grade) 
Giant- and spindle-cell sarcoma 
“Carcinoma” or “mammary carcinoma” 


Total 


The 34 cases of “carcinoma” or “mammary carci- 
noma” included recurrent or primary inoperable cases 
in which aspiration biopsy, exfoliative cytology from 
secretions, or small formal biopsies were taken only 
for confirmation of diagnosis. 

Eighty-four per cent of the remaining reports 
showed infiltrating duct cancer, Grade II or III. The 
remainder included a few cases of papillary cancer, 
medullary cancer, comedo cancer, and sarcoma.. Two 
cases of Paget’s disease of the nipple with underlying 
infiltrating duct carcinoma were also discovered, as 
were two instances of inflammatory carcinoma.’° 

Ackerman and del Regato’ state that cystosar- 
coma may arise from pre-existing fibroadenoma.. A 
fibrosarcoma may pass through rapid evolution with- 
out a history of presenting lumps. Often after years of 
quiescence the fibroadenoma suddenly begins to grow, 
forming a large heavy mass within the breast and re- 
maining localized. Distant metastasis develops in the 
lungs, liver, and brain, or become widely disseminated. 
Local recurrences are common in both types. 
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Treatment.—Therapy for men with breast cancer 
is at the moment not specifically channeled. Variations 
are dependent upon the type and duration of involve- 
ment, age, and general physical condition of the patient, 
and other factors. In general, the procedure is parallel 
to that which is employed in cancer of the female 
breast. 

Accurate surgery, accurate endocrinology, and ac- 
curate radiology are essential in achieving curative or 
palliative results in malignant male breast cancer. 

Of the operable group listed earlier’® (81 in num- 
ber) the 5-vear survival was 41 per cent, or 34 cases. 
Many of the patients continued to do well for a long 
period. One-third of the 34 patients were well after a 
lapse of 10 years. A majority of the patients in the 
inoperable group lived less than 2 years. 

Surgical technic observed in the reports varied 
with the series and the surgeons. In the instances re- 
ported by Treves and Holleb,”® radical surgery was 
performed on all the patients who were able to undergo 
major surgery. All patients with a diagnosis of papil- 
lary cancer survived 5 years or longer. Those with in- 
filtrating duct cancer had results similar to those for 
females. If the axilla was uninvaded, 75 per cent lived 
5 years or longer. With invasion of the axilla, the per- 
centage of survivors dropped to 30. Age of the patient 
was of minimal significance; the histologic type of the 
tumor and the degree of spread were essentially the de- 
termining factors. Seven of 11 patients over 70 years 
of age were 5-year survivals. 

Another type of early therapy agreed upon by 
most authorities is orchiectomy. More than 30 of the 
146 cases reported’® had bilateral orchiectomy, which 
ordinarily is reserved for inoperable cancer and recur- 
rent metastatic cancer following surgical therapy. It is 
believed by some authorities that orchiectomy is more 
effective in the male than castration of the female is 
for a similar pathology. Favorable results from orchi- 
ectomy have been reported as high as 70 per cent,’*7° 
a higher figure than in the castrated female. As an in- 
itial procedure, it offers the best chance for palliation 
with disseminated disease, and as a prelude to hormone 
therapy. 

Huggins and Taylor’ attempted to evaluate hor- 
mone therapy in the treatment of male breast cancer, 
in prolonging the survival period from the initial 
symptoms until death. Patients not receiving hormone 
therapy in addition to the conventional types, compared 
with those who did, revealed evidence that hormone 
therapy prolonged the lives of many patients who con- 
tinued to have the disease. Hormonic therapy and orchi- 
ectomy are not advocated as a substitute for surgery, 
but as concomitant procedures, especially for ameliora- 
tion purposes. 

Deep irradiation therapy has as definite and im- 
portant place in treating breast cancer in the male as in 
treating malignancy of the female breast. Similar tech- 
nical factors are employed with special precautions be- 
ing observed, since there is less subcutaneous tissue in 
the breast area in the male than in the female. 

To these therapeutic measures should be added 
adrenalectomy and hypophysectomy for reasons of com- 
fort and palliation to the pain-stricken patient with 
metastases. 


Summary and conclusions 


Benign tumors of the male breast are usually 
mammoplasia or gynecomastia. In adolescence, these 
are not exceptional ; regression occurs in most instances 
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at maturity. Mammoplasia and gynecomastia of the 
adult breast require investigation, biopsy of suspicious 
cases, and expectant treatment in simple physiologic 
enlargements. 

Cancer of the male breast is comparatively rare, 
comprising approximately 1 per cent of breast cancers 
of both sexes ; the average age of patients is from 50 to 
60 years, and the left breast is involved more fre- 
quently than the right. 

The prognosis of cancer of the male breast is con- 
sidered by most authorities as more grave than in the 
female. The age of the patient has minimal effect on 
the outcome ; histology of the tumor, plus lymph node 
invasion, are largely the determining factors. Of the 
several types of breast cancer in the male, the papillary 
type offers the best prognosis. The most common type 
is infiltrating duct carcinoma in which nipple discharge 
is common. 

Trauma or a pre-existing breast lesion had no 
definite relation to cancer of the male breast. The first 
symptom is usually noted by the patient simply as a 
mass. Nipple discharge is common and should be con- 
sidered a definite sign of cancer. 

In reported studies, approximately two-thirds of 
the patients when first seen had operable breast cancer, 
with hope for a complete cure. Radical mastectomy is 
the treatment of choice. Early orchiectomy is important. 
Irradiation and hormone therapy have places similar to 
those they hold in malignancy of the female breast. 
Adrenalectomy and hypophysectomy for uncontrollable 
pain are accepted as proper treatment. As yet, no 
patient with metastatic or reactivated cancer of the 
breast has been reported as cured. However, there is 
much to be offered in proper and adequate care, even 
when cure is unattainable. 
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There must be few members of this still tightly 
knit organization who do not know that the man who 
for 25 years was its chief administrative officer died on 
March 21, 1957. The facts of his life are set down in 
detail in the May issue of Tue Forum. They consti- 
tute a tribute to the man and his unrivaled activity, his 
numerous connections, and his remarkable influence 
upon his profession. It is a value-filled record. It is 
also a narrative that implicates many men from whose 
lives have flowed significant happenings. But at their 
center—men and events—is a gifted personality who 
was a human being—a life filled with meaning. 

The paragraphs which follow are an attempt to 
get at meaning, not with the exactitude of the photog- 
tapher whose product is limited, static, and dated. 
Rather, it is the method of the artist who seeks to por- 
tray the whole man as he sees him, to glimpse the truth 
written into the lineaments of a face from which men 
can gather greater strength for living. Just as there 
are many good artists, there are many truthful por- 
traits. And different. What follows here are aspects of 
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truth as seen by one writer, done in respect and appre- 
ciation and honor of the worth of that which is un- 
touched by death—the human spirit. 

By 1943, Russell McCaughan had become the 
widest known man within his profession, the best rec- 
ognized without, and the most prominent in its history. 
He could identify by name and face and achievement 
more doctors of osteopathy than any other single per- 
son. As Executive Secretary of the American Osteo- 
pathic Association he had tremendously stimulated its 
development ; given it dignity, authority, and prestige ; 
and, in little more than a decade (1931-1943), directed 
its restructuring into the effective medical agency it is 
today. The determined impact of his personality upon 
a profession still highly individualized, and as a whole 
somewhat timorous, made him more than its authentic 
representative for at least half of his total years of 
service. R. C. McCaughan, D.O., embodied the osteo- 
pathic movement in medicine. That he knew fewer 
individuals and was less widely known during the last 
decade of his activity can be ascribed to many factors, 
one of which was his premature loss of strength fed 
by his advancing years. 

As a matter of course, Dr. McCaughan worked 
closely with many different osteopathic physicians, yet 
few among those with whom his lot was cast ever 
claimed to know him intimately. He was not commonly 
called “Russell,” even by those who knew him best. 
The heading of these comments is worded precisely as 
it is because he so identified himself to all. 

This observation of the man bears no implication 
that Russell Craig McCaughan reacted as he did be- 
cause he disdained the common touch. To him, his pro- 
fession and his responsibilities and his status were indi- 
visible. This must have been true of him during the 
15 years he was a practicing physician ; it became com- 
pletely true of him as the administrative officer of 
organized osteopathy; it continued to be true during 
the last 6 months of his life, that brief period after the 
A.O.A. Board of Trustees had lifted the obfuscating 
and staggering load of detail from shoulders that had 
borne it for 25 years. The load was gone; the weight 
remained. 

To Russell McCaughan more than to any class of 
men other than those termed “the religious,” life was 
vocation. And yet it is not exactly so—that which was 
vocation for him was not the whole of life, but the 
responsibilities that he identified as life. As a result he 
cut many of the threads that men hold to be its woof 
and warp. 

Although our colleague gave a lifetime of devotion 
and dedication to osteopathy, there are already many 
young physicians to whom his life and work are almost 
unknown. And there are a thousand osteopathic stu- 
dents of which this is entirely true. Inevitably man’s 
life and work, at the best, are of brief duration. But 
to those doctors and students who have a lively feeling 
for history (they who know nothing of the historical 
position of osteopathy in the evolution of medicine will 
never understand the meaning of their profession), this 
should be said: Russell McCaughan had a sense of 
mission. 

Every profession has its quota of devoted and 
dedicated men; there are many with a high sense of 
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responsibility for their obligations. But in all profes- 
sions there have been relatively few men with a sense 
of mission. It is this genius (it can be a grace) that 
marks such men as a breed apart, not only from ordi- 
nary but from unusual men. Men with a sense of mis- 
sion cannot be other than exceptional individuals. Not 
uncommonly they are difficult persons; often they are 
misunderstood ; occasionally they are grievously wrong 
in their judgments. They belong to that creative mi- 
nority through which man advances, and yet their qual- 
ity of creativeness can become conversely destructive. 
The extraordinary status to which the osteopathic pro- 
fession has lifted itself is due in part to the fact that 
from its beginning it has had able men with a sense of 
mission. Perhaps it was most marked and remarkably 
balanced in the man through whose office organized 
osteopathy formulated the intellectual pattern of the 
profession and identified its major purposes, not 
only for itself but also for other societies and 
groups. 

As this is written (March 26, 1957) the body of 
Russell McCaughan has been laid to rest but 24 hours. 
It is quite too soon to attempt to appraise his work. It 
is certain that he has his place among the shapers of 
osteopathy—for the present each reader will estimate 
that place for himself. Nevertheless, the pattern of that 
work can be readily seen; its structure is already 
formed: It is organized osteopathy planned to function 
as the administrative agency of osteopathic medicine 
conceived as “a complete and independent” healing art 
profession. That was this leader’s primary concern and 
his every purpose, policy, and practice was subordinat- 
ed to it. 

In reporting to the profession in 1941, the year 
that ended the Executive Secretary’s first decade of 
service for the Association, he wrote: “After ten years 
of work for you, devoting practically every waking 
hour to your problems, I am sensible that you have 
[none] unsolvable.” In 1951, the end of the second 
decade of his leadership, he permitted the writer to 
reproduce the same words as his message. They are 
resaid here as his hope for his profession. There is not 
reason to believe that he would be less faith-filled today. 


Many in the profession will think of their leader 
as back in Kokomo, the little Indiana city of his youth 
from whose high school he graduated and to which he 
returned to practice as an osteopathic physician, follow- 
ing his graduation in 1914 from the American School 
of Osteopathy. It was there that he had met his high 
school sweetheart, the woman who was to be his wife 
for 43 years and who measured her life within his life 
—no common standard. Those who knew him more in- 
timately suspected that for Dr. McCaughan those years 


of practice in Kokomo were his happiest. He gave to | 


his practice the same dedication that he brought to or- 
ganization, and the rewards of a physician are deeply 
satisfying. Before he developed a sense of mission for 
osteopathy, he had a sense of vocation as a doctor. In- 
deed, he never lost his pridefulness in the doctor as 
scholar or the physician as healer, older meanings of 
the words. But there was another facet of his character 
of which he was deeply proud and could well be. And 
to that we come, so deeply revealing it is of the inner 
man. 
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There are many who will remember Russell Mc- 
Caughan as austere, exacting of himself, and often dis- 
appointed in others who could not be so severe with 
themselves. He pushed no one away who sought him, 
but few found a method to come near him. If it be 
true that he had few intimate friends, it was not be- 
cause he wanted it to be thus; again, it was because not 
many knew the secret. But the thing of which he was 
so proud was that he did find his way almost at once 
into the hearts of very little children. It was not thar 
he tried, there was no calculated act ; but it was the rare 
child who, looking at him for a moment for the first 
time, did not smile—and then go to him. 

Yes, some will say that Russell McCaughan ‘s 
back in Kokomo, the Kokomo that he loved, and that 
his sense of mission drove him to leave. But really he 
is not there at all. Only a wracked body rests there, no 
longer to be driven by him. 

Is there anyone having read it who can forget thie 
last dialogue of Socrates as told by Plato in the closing 
passage of the “Phaedo”? 

““Tn what way shall we bury you?’ said Crito! 
‘However you wish,’ [Socrates] replied, ‘only you must 
catch me first and see that I don’t slip away.’ And then 
smiling quietly and turning to us, he said: ‘Why, my 
friends, I can’t convince Crito that I am this Socrates, 
the one that talks with you and argues at length. He 
thinks that I am that other whom presently he shall see 
lying dead, and so he asks how he shall bury me. . . . 
I would have Crito not say at the funeral that he is 
laying out Socrates, or carrying Socrates to the grave, 
or burying him. For you must know my dearest Crito, 
that wrong words are not only a fault in themselves, 


but they insinuate evil into the soul. Be brave, there- 


fore, and say you are burying my body... . 

Thus it was said more than 2,000 years ago. And 
so it is today. 

Spring is here and the Eastertide: Spring that 
men have forever found to be a symbol of their re- 
newal, comprehended through some one of the great 
faiths which for the individual is the way to Absolute 
reality. We write here not of death but of life freed 
from chains, of the finite lost in the infinite. Each of 
us must cast his thought in the faith and language of 
our time and space that it may become his own. The 
writer would go back to an old story for the phrases 
that follow, a story enriched by its association with the 
minds of many men. Its significance is timeless and its 
words are simple and beautiful. Repeated in memory 
of a man who loved words and employed them well, 
they become luminous. 

A man had finished his journey. At its end “there 
stood a cross and a little below a sepulchre. Then he 
said: ‘He hath given me rest by his sorrow, and life 
by his death.’ ” 

Thereupon he left a message for his friends, 
simple and sure, sharp and incisive. Our friend Russ«ll 
McCaughan may not have been acquainted with tiie 
message, but it was incarnate in his spirit: “My sword 
I give to him that shall succeed me in my pilgrimage 
and my courage and skill to him that can get it.” 

And then the story goes on to say that the m:n 
had finished his journey, and “So he passed over, and 
all the trumpets sounded for him on the other side.” 


Journac A.O.A. 


The meaning 
of The Journal 


Does the coverage of THE JOURNAL OF THE AMER- 
IcCAN OSTEOPATHIC ASSOCIATION best meet the needs 
of the Association’s 9,750 (April 1, 1957) member- 
ship? Would Tue JourNat’s usefulness to its physi- 
cian-readers as well as to its doctor-leadership (from 
district and local officers to members of the A.O.A. 
House of Delegates and the Board of Trustees) be 
heightened if it encompassed each month the copy it 
now divides with THE Forum? In a word, the Editor 
of the Association, the associate editor of THE JouRNAL, 
and the assistant editors of THE Forum ask you to 
weigh this question: Has the time come to combine 
Tie JoURNAL and THe Forum into one official publi- 
cation to cover the scientific, professional, and organi- 
zational aspects of osteopathy? 


Your editors know that readership and receptivity 
of these two publications are at their height. In its 
fifty-sixth year, THE JouRNAL has become a new pub- 
lication in design and layout; its editorial material 
(rcader pages in contradistinction to advertising pages ) 
is the richest and widest in content in its existence; its 
amount of advertising copy reflects for the first time 
in its history the cooperation that has long obtained 
between ethical pharmaceutical and medical supply 
manufacturers and the publishers of medical periodi- 
cals. THE JouRNAL is truly representative of the de- 
velopment, growth, and status of osteopathy today. 

Yet the meaning of THE JouRNAL has never been 
better defined than by its first editor, Dr. A. L. Evans, 
in the first issue, Volume 1, Number 1, September 
1901. There Dr. Evans wrote that Tur JourRNAL’s pur- 
pose was to provide a medium “wherein the best 
thought and latest scientific research of the profession 
may not only find expression but a place of permanent 
record.” Forty-two years later—and 14 years ago— 
Dr. Ray Hulburt, then A.O.A. Editor, in referring to 
Tue JouRNAL emphasized that “. . . our standards and 
our literature should be of such a nature as to stand up 
in the scientific world under . . . scrutiny.” The mean- 
ing of THE JouRNAL is not only distinctive; it is tra- 
ditional. 

If vou have not already done so, the Editor asks 
that you read “The Meaning of Tur Forum,” as de- 
fined in an editorial in the April issue. Or perhaps 
reread it. That editorial and this one go together ; they 
are different parts of the same problem. The distinctive 
meanings of THe JouRNAL and THE Forum can be 
most clearly understood in the light of their shared 
meaning. 

In 1927, it became advisable to report certain types 
of osteopathic happenings in a publication other than 
and separate from Tue JourNAL; establishment of 
Tue Forum resulted. The first issue, which came off 
the press in April of 1927, was sent only to members of 
the Association. By order of the A.O.A. Board of 
Trustees and House of Delegates, the circulation list 
was extended in 1933 to include every practicing osteo- 
pathic physician in the world whose address was known. 
Tre Forum called itself “the newspaper of the pro- 
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fession.” During recent years, it has actually become 
a news magazine, an official publication with a broad 
editorial policy of exploration of the profession’s activ- 
ities and trends. But it is becoming increasingly difficult 
to channel osteopathic reporting wisely into two official 
periodicals. Now acknowledgedly one of the two healing 
art professions providing a complete health service for 
the American people, osteopathy and its activities carry 
significance. Evidence suggests that osteopathic report- 
ing in two official publications rather than merely 
duplicating copy—as might be thought—creates a di- 
chotomy that does not serve the profession’s best inter- 
ests. The worth of divided publications to the profession 
needs critical evaluation. 

Specific factors within THE JourRNAL’s own field 
have just begun to create problems for it. In the past, 
it has, as have many scientific periodicals, depended 
largely upon conventions and meetings as a source for 
papers and articles. Within the last 2 years sharp changes 
have developed in the methods by which speakers pre- 
sent their material. These changes have been brought 
about by audience demands for more symposia, many 
panels, and fewer formal papers. Program movement 
has been speeded up to meet modern technics of presen- 
tation and the tempo of meetings. Exact coverage of a 
limited area is wanted. Discussion is expected. The 
formal article with a historical background of the sub- 
ject, a survey of its literature, a body, a summary, and 
a full set of references, is no longer popular with audi- 
ences and less acceptable to readers of periodical litera- 
ture. Editors are having increasing difficulty in finding 
this type of article for publication. Osteopathic phy- 
sicians in attendance at the A.O.A. Convention in 
Dallas in July will find that its Program Chairman, Dr. 
Neil Kitchen of Detroit, has built an almost entirely 
new type of program, out of which will come few 
formal articles for publication. Specialty colleges are 
following in line with newer types of programs planned 
for 1957-1958. 


It is inevitable, therefore, that the panel type pro- 
gram will greatly modify the contents of THE JouRNAL 
and the amount of copy available to it in 1958. To be 
sure, the studied, carefully written, and well-documented 
article will continue to have its place in medical litera- 
ture, but symposia and panel discussions will result in 
less padding and inflated writing. The quality of formal 
articles will be higher even if the papers will be fewer 
in number. Short papers emanating from the panel-type 
program will result in fewer pages of scientific mate- 
rial, necessitating more pages reporting organizational 
affairs. 

Increased use of organizational copy such as is 
found in greater degree than ever before in the general 
medical periodical is due therefore not only to the 
reader’s heightened interest in organizational affairs but 
to the editor’s dilemma, It is not generally known by 
readers, but there must be a certain ratio maintained 
between the amount of editorial copy and advertising 
copy if a given publication is to continue its second 
class postal classification ; the advertising copy must not 
exceed 75 per cent of the total copy. How long the 
Association can afford the luxury of two official publi- 
cations for its membership is becoming a perplexing 
question. 
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These pressing facts must not cause us to bypass 
a fundamental question: Would the combination of THE 
Journat and Tue Forum produce for the single mag- 
azine a more complete readership than for the two, 
resulting in a profession better informed about itself ? 

This question of the month is put to JouRNAL 
readers and to all Forum readers who are members of 
the A.O.A. Your opinion as a member of your volun- 
tary membership organizations is one that you should 
give—after careful study of the factors involved. It 
could well help to determine the editorial program of 
your Association for the next 5 vears. 

By now the more thoughtful members of the Asso- 
ciation will appreciate that there is underway a study 
of their three official publications. It began with the 
editorial in the February Forum, “The Meaning of 
HeattH”; THE Forum examined its own meaning in 
April; and now “The meaning of THE JouRNAL” 
rounds up the publications. Careful readers, too, will 
realize that the meaning of each publication could be 
weighed against a probing question covering all three: 
Do the periodicals justify their publication expense 
against the purpose they serve? Such a rhetorical ques- 
tion is made to suggest the most pertinent of all: In 
what ways and by what methods can the osteopathic 
movement in medicine be best advanced by its publi- 
cations during the next 5 years? 


Physician, historian, and social 


philosopher 


The death on March 17 of Dr. Henry Ernest 
Sigerist in his home in the village of Pura, in the Can- 
ton of Ticino, Switzerland, was a loss beyond measure 
to society. His age was 65. He had retired in 1947 as 
a professor and director of the Institute of Medical 
History at Johns Hopkins University. 

Our historically-minded readers know Dr. Sigerist 
as the author of numerous books, among them being 
“Civilization and Disease,” 1943; “The University at 
the Crossroads,” 1946; “Medicine and Health in the 
Soviet Union,” 1947; and ‘Landmarks in the History 
of Hygiene,” 1956, a slim volume of lectures delivered 
in England in 1952, and earmarked for early review 
in THE JOURNAL, 

Dr. Sigerist’s most significant work, published in 
early 1951, was “Primitive and Archaic Medicine.” The 


first of an eight-volume history of medicine upon which’ 


he was working at the time of his death, it may be des- 
tined to remain a fragment. The volume was reviewed 
in the April 1952 JourNaL, and its author made the 
subject of an editorial entitled “Medicohistoric Scholar- 
ship.” It was pointed out then that no other living 
man was prepared to undertake and complete so monu- 
mental a work—its author “a scholar in the Renais- 
sance sense of the word.” “Primitive and Archaic 
Medicine” gave promise that the finished work would be 
the first study to deserve the title of “A History of 
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Medicine.” The breadth of the projected work was 
seen by one scholarly critic as one that, when completed, 
would enable “medicine to reenter the circle of the 
Humanities of which it was once an honored member.” 

To Henry Sigerist, man was the most basically 
social of all creatures. That philosophy made his ap- 
proach to medical history different, and rendered his 
work significant to a degree far beyond that of con- 
temporary medical historians, no matter how compe- 
tent. In his own words, Dr. Sigerist’s purpose in plan- 
ning a work of such magnitude was “... to sce 
medicine as a whole, not only from fhe point of view 
of the medical profession but society as well.” In all 
of his writing this concept was the guiding motif. 
Medical ideas of any era to him represented an aspect 
of the civilization of the era and flowed out of its spe- 
cific time and cultural setting. As a medical historian 
Sigerist apparently held with today’s most controversial 
historian, Arnold Toynbee, that in order to understand 
history different civilizations must be studied as units, 
and not as chronological happenings nor the doings of 
men. Although Sigerist’s study was limited to a special 
kind of history, it was grounded in the social and eco- 
nomic setting of each era, an emphasis given short 
shrift by Toynbee. To Sigerist, social and economic 
motives provided the key in any era to an understand- 
ing of what doctors did and what ideas they were 
guided by. 

After leaving Johns Hopkins, Henry Sigerist was 
given the position of a research associate in the history 
of medicine at Yale University and placed on leave to 
go to Switzerland and work on his magnum opus. He 
had been afflicted for some time with chronic cardio- 


_vascular disease and lived quietly and carefully as befits 


the scholar—but worked steadily on his commissioned 
task. Several years ago he wrote a very human and 
interesting article which was published in the Atlantic 
Monthly with the title “Living under the Shadow,”! 
revelatory of Sigerist the man. 

Students of Henry Sigerist will await anxiously 
some announcement from his publishers concerning 
the degree of completion of his work, in the hope that 
further volumes of “The History” are in near-publish- 
able stage. Nothing had ever been attempted on the 
scale and scope of “A History of Medicine.” Critics 
are agreed that the scholarship of this most remarkable 
of modern men fitted him alone for this particular task. 


“Together for health” 


The 1957 National Health Council meeting and 
forum held in Cincinnati on March 20, 21, and 22 
proved to be an unusually effective experience accord- 
ing to reports of official delegates in attendance. ‘The 
worth was due not only to a high quality program, but 
especially to the degree to which the year’s slogan, 
“together for health,” was realized. 


1. Sigerist, H. E.: Living under the shadow; excerpt from When 
doctors are patients. Atlantic Monthly 189:25-30, Jan. 1952. 


Journat A.0.A. 


A.O.A. official delegates to the thirty-seventh an- 
nual meeting of the Council were Drs. Alexander 
Levitt, Chairman of the A.O.A. Department of Profes- 
sional Affairs; Floyd F. Peckham, Alexandria Bay, 
New York; and True B. Eveleth, the A.O.A.’s agency 
executive. Dr. Robert D. McCullough, President of 
the A.O.A., attended the dinner held annually for 
agency presidents of the member organizations. Also 
in attendance as an observer was Dr. Charles L. Nay- 
lor. Ravenna, Ohio, a member of the A.O.A. Board of 
Trustees. Dr. Naylor’s purpose in attendance, however, 
was not organizational, but was exactly that so warmly 
commended by NCH—to take back to his community 
first-hand information on how to stimulate locally need- 
ed health action. Dr. Eveleth points out that many 
osteopathic physicians should plan in 1958 to follow 
Dr. Naylor’s example by attending as visitors. They 
would be cordially welcomed. 


Regular readers of A.O.A. official publications will 
recall that the Association became a member of the 
National Health Council in October 1954, one of al- 
most sixty of the nation’s chief health organizations 
that have found the Council a conference ground* that 
enables each to work more efficiently toward a common 
goal—health betterment of the people. 


Necessary as NCH’s annual meetings are, they are 
fostered only as a method of helping each individual 
agency to find its way to the countless communities of 
America—NHC is a road that leads back to the people 
of the nation. State health councils need to be or- 
ganized (there are but eighteen in the nation) as do 
local health councils, which are health planning groups 
at the community level, and a Community Health Week. 


*The National Health Council is primarily a conference ground for 
its member agencies. It is not a separate health organization with a 
focus on one task or one group. Rather, it is in effect a meeting place 
or places set up in 1921 by the nation’s chief health organization where 
they may talk, think, and work together, and also with individuals and 
groups outside the Council, in areas of common concern toward their 
mutual goal of better health for America.—From the ‘National Health 
Council Annual Report, 1954.” 


Motes Ame) 


Determination PURING THE SUMMER of 
of enubusss 1956, the practice of medi- 

"cine related to a_ specific 

illness case and a resultant medical 


decision became a matter of 

political influence and a 
highly controversial subject. What is now history in- 
volved two serious illnesses of a President of the Unit- 
ed States that had to be evaluated in relation to his 
candidacy for re-election. To a much lesser degree, a 
history of illness also involved two other candidates for 
nomination, that of Mr. Averell Harriman’s previously 
reported prostatectomy and Mr. Adlai Stevenson’s renal 


Vow. 56, Aprit 1957 


All are activities that need the backing and encourage- 
ment of all physicians. 

The National Health Council exists not only that 
agencies may have a major conference ground, a 
get-together for health where they may plan and work 
together on national health problems, but that eventual- 
ly each of thousands of community leaders in America 
will find the way to get together for health in his com- 
munity. It is the function of national health agencies 
to inform and educate in the particular field of health 
in which they are committed, as for.example, the com- 
munity facilities and services of the American Heart 
Association should be developed to their maximum to 
help the cardiac patient in the score of ways that such 
help is possible. 

The National Health Forum is NHC’s method by 
which its fifty-nine national organizations discuss to- 
gether the nation’s health problems. The 1957 Forum 
topic was “Better Mental Health, Challenge to All 
Health Services.” It was set up as a group discussion 
program, under the leadership of men and women who 
speak with authority and experience in the field of 
mental health. During the year the “Notes and Com- 
ments” section of THE JouRNAL will report on signifi- 
cant material coming out of the Forum which in turn 
can be made available by the alert physician to his 
community. 

Representatives of this profession came away 
from the 1957 NHC meetings with the feeling that 
those in attendance realized as never before the poten- 
tialities inherent in the concept of “together for health” 
and a new understanding of its meaning. It is best 
said in the words by which NHC reported to its dele- 
gates—that the Councii’s progress during 1956 could 
be measured by the “deepening dimensions” that were 
much more apparent in the organized health effort. 

“Deepening dimensions” is a significant slogan for 
every health agency; it is one applicable to the healing 
art professions and thereby to organized osteopathy in 
relation to its obligation to society. 


calculi. All of this reminded the American people of 
similar problems of some earlier decades—the rapidly 
progressive deterioration of President Roosevelt and 
his death and the crippling illness of President Wilson. 

Now that the complicating issue, doctors and _pol- 
itics, can be discussed unemotionally and safely, it is 
important that physicians generally become acquainted 
with the medical ethics implied in such cases and the 
question of when the physician may be considered an 
expert and when he ceases to act as an expert. Doctors 
should be a source of information to the public, not of 
course about a President as a patient, but as profes- 
sional men having informed and valid opinions on pro- 
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cedure to be followed by their colleagues who are re- 
sponsible. 

Out of the plethora of published material dealing 
with President Eisenhower’s physical ability to assume 
the Presidency again, one article especially was marked 
by total objectivity. Written during the heat of the 
controversy, the President’s illness was cited only as 
dramatically illustrating the need of physicians for 
guiding principles in such cases. The article referred 
to, “Doctors and Politics,” by David D. Rutstein, M.D., 
a specialist in internal medicine and head of the De- 
partment of Preventive Medicine of Harvard Medical 
School, was published in the August 1956 issue of the 
Atlantic Monthly. It was much more than a timely 
article, for the numerous questions that arose during 
the heyday of a political campaign remain unanswered, 
except as Dr. Rutstein reviewed them in the article. 
Unfortunately “Doctors and Politics” was passed by 
with little notice in the public press, although up to five 
reprints were made available without cost. It seems 
reasonable to assume that a limited number of reprints 
are still available and may be obtained by writing the 
Publisher, Atlantic Monthly, 8 Arlington Street, Bos- 
ton 16, Massachusetts. 

The months go by. The Government has no policy 
for handling a really serious problem—how to establish 
the fact of an incapacitating illness in a President of 
the United States. 

Other basic problems remain unsolved. The ethical 
and moral responsibility of physicians in caring for ill- 
nesses that affect men high in the nation’s leadership 
has yet to be measured. The method of establishing 
the fact of a President’s illness may have to be deter- 
mined by the Congress. 

If Congress is reluctant to assume the responsi- 
bility, the nation should insist that its representatives 
no longer dally in a matter that imperils the welfare of 
its citizens. The President himself has plainly indi- 
cated the seriousness of the situation. 


The case THE CASE FoR fluorida- 

for fluoridation tion continues to be dis- 
cussed by the method of 

of water public hearings in areas 


where the question has 

to be decided by a local 
governing body. The issues seem simple. Is water 
fluoridation an effective means of preventing tooth de- 
cay? Is it safe? Do the results justify the end? 

At no time has there been a health matter in which 
decisions have such a preponderance of scientific evi- 
dence and informed public opinion in the affirmative 
as do the proposed programs of water fluoridation for 
communities. Yet, no sooner are the questions raised in 
a community than there appear a small number of ex- 
tremely vocal individuals and organizations that oppose 
the measure. Reading of this material reveals that it 
follows the same pattern in every case. In contrast to 
the scientific evidence, the opposition relies on evidence 
that is plainly hearsay, pseudoscientific claims coupled 
to the fear of something different and new. All of this 
raises the question of whether decisions on matters re- 
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lating to the public health should be subjected to the 
pressures of public hearings, when such hearings are 
not the method for judging scientific evidence. 


THE U.S. DEPARTMENT of 
Health, Education, and 
Welfare, through the Food 
and Drug Administration, 
is displaying a warning 
against the Hoxsey cancer 
treatment in 46,000 U.S. Post Offices and substations 
throughout continental United States. In expressing 
appreciation of the cooperation of the Post Office )e- 
partment, John L. Harvey, FDA Deputy Commissioi:er, 
made this statement: “The Hoxsey treatment is being 
vigorously promoted, and there are many persons who 
have not heard about our previous warning.” The pre- 
vious warning was the formal public one issued by 
FDA in April 1956. In May 1956, THe JourRNAL made 
its position crystal clear on the teaching and experience 
of modern medicine in relation to cancer in an editorial 
entitled “A Public Warning,” pointing out that the jor- 
mal warning carried “a prophetic simplicity and se- 
riousness not found too often in the papers of any 
government.” 


Public warning 
against Hoxsey 
treatment 


New AN IMpRoveED, nonkinkable, 

vinyl plastic endotracheal 

endotracheal tube, directly adaptable to 
tube the gas machine, and thus 


requiring no connector, is 

described in the October 
1956 Cleveland Clinic Quarterly. The increasing use 
of endotracheal intubation during general anesthesia 
makes it important that the technic be simplified to the 
highest degree possible by use of the least traumatizing 
catheter available. The tube described, which is manu- 
factured by C. R. Bard, Summit, New Jersey, is pliable 
at body temperature and yet is rigid enough for suc- 
cessful intubation. Physicians interested in receiving 
the Quarterly, a valuable medical publication issued in 
January, April, July, and October, should write the 
Cleveland Clinic Quarterly, 2020 East 93 Street, Cleve- 
land 6, Ohio. 


IN A RECENT REVIEW of 
medical research in The 
New York Times, its 
readers were reminded 
that “In most ways, to- 
day’s modern hospital is 
as different from its 1900 counterpart as guided mis- 
siles are from the muskets used in the Spanish-Ameri- 
can War. Of the drugs given in hospitals today, 60 
per cent were unknown but ten years ago.” The care 
of the individual patient, however, remains the same 
as at the turn of the century. Largely, it is in the 
hands of the patient’s physician. Could it be possible, 


The situation 
of medicine 
today 
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as in so many other fields of man’s knowledge, that 
medical technics have far outstripped their use? Do we 
need a philosophy of medicine, a knowledge of which 
will enable its practitioners to catch up with the infor- 
mation they have? Of all groups today, the profession 
of medicine seems the least inclined to define its posi- 
tion in a totally new situation. . . . Is the osteopathic 
movement in medicine any better prepared to set forth 
its intellectual pattern, its theories and aims, and its 
scientific-politico-social program for itself and for other 
groups ? 


Death in DEATH IN THE operating 

the operating room has always pointed 

the finger of suspicion at 

room anesthesia as in some meas- 

ure a responsible factor. 

Since 1950, not only physi- 

ciais but informed laymen are aware that cardiac ar- 

rest is a possibility in the surgical patient who in no 
way is afflicted with heart disease. 

A series of conferences on medical emergencies in 
the operating room including causes of death during 
anesthesia has been prepared by the Anesthesia Study 
Committee of the New York State Society of Anes- 
thesiologists and published in the New York State 
Journal of Medicine during 1956-1957. These reports 
have been of great practical value, especially to hospi- 
tals where the operating room load is not sufficient to 
present a great variety of cases. A report in the Journal 
for January 15, 1957, is of special significance in that 
the death was unrelated to anesthesia, the operation, or 
pre-existing disease and that standard resuscitation 
technics were fully utilized to no avail. 

The patient was under local anesthesia for plastic 
repair of an unsightly nose. The operating procedure 
was going on smoothly in an uncomplaining healthy 
male, age 36. Two and one-half hours after the begin- 
ning of anesthesia and operation, he complained of 
pressure in his head, followed at once by the same sen- 
sation in the left chest; these sensations were imme- 
diately followed by cyanosis. The patient continued to 
breathe but was pulseless and no apical beat could be 
heard. The record of treatment is perfect, including 
attempted resuscitation by the now well-known Beck 
technics. Cardiac massage was maintained for 1% 
hours. Autopsy revealed a massive, fresh, anterior 
myocardial infarction but no other findings could be 
considered contributory to death. 

In this particular case there was one omission of 
good medical care prior to the onset of the emergency. 
The pulse, blood pressure, and respiration were not 
monitored, as was the practice with general anesthesia 
in the institution involved. No anesthesiologist is so 
skillful as to permit himself to rely upon his subjective 
estimation of the patient’s condition. There can be pre- 
monitory signs found of impending disaster not ob- 
servable to the anesthesiologist but detectable by proper 
monitoring. 

Treatment of cardiac arrest by known effective 
and standardized technics has become mandatory in any 
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institution undertaking the responsibility of surgery. 
The time has come when autopsy of all unexpected 
deaths in the operating room should be considered as 
equally mandatory. Its worth is perfectly exemplified 
by this case. 


Abuse of PRESCRIPTIONS FoR tran- 

quilizing drugs are estimat- 
tranquilizing ed for 1956 to number 
drugs 30,000,000 and to account 

for 40 per cent of the total 

increase in prescription 

volume for 1956. The new medical magazine MD 
commented in its initial issue that all was not well 
on the tranquilizing front. In a recent statement, 
the American Psychiatric Association recognized the 
benefits to be derived from Rauwolfia alkaloid type 
drugs or the synthetic compounds for the treatment of 
psychiatric disorders. It pointed out, however, that 
“psychiatrists were at the same time concerned about 
the apparently widespread use of the drugs by the pub- 
lic for the relief of common anxiety, emotional upsets, 
nervousness, and the routine tensions of daily living.” 


Notes RECENT PUBLICATION of 
papers written by scien- 
in briefer tists working on projects 

form under osteopathic aus- 
pices include the follow- 
ing: In the American 

Biology Teacher for January 1957: “Easily Controlled 

Staining of Nerve Tissue for Large Laboratory 

Classes,” by J. Eugene Mielcarek, Kansas City College 

of Osteopathy and Surgery ; in Proceedings of the Iowa 

Academy of Science, December 6, 1956, ““Metachroma- 

sia in the Hearts of Human Embryos and Fetuses,” by 

E. V. Enzmann and E. A. Schillinger, Des Moines Still 

College of Osteopathy and Surgery. . . . A digitalis 

preparation, strophanthidin, has been found to be an 

effective short-term cardiac stimulant enabling the 
myocardium to withstand temporary anoxia inevitable 
to cardiac surgery. It has been used during hypothermic 
anesthesia, now largely employed in heart repair cases. 

The report comes from the National Heart Institute, 

and involves the drug’s use in more than twenty pa- 

tients. . . . In a recent article published in Science 

(January 11, 1957) Vannevar Bush, former president 

of the Carnegie Institution, refers to a “queer notion 

on the part of scientists, that medical men tend to try 
to dominate any small group brought together for col- 
laboration.” Dr. Bush reports that among the doctors 
of medicine that he has known this is not true. The en- 
tire article, “Professional Collaboration,” is timely and 
should be widely read by medical leaders and by scien- 
tists with a sense of social obligation. Dr. Bush calls 
for ‘more and more effective collaboration between the 
medical profession and the scientific profession, espe- 
cially that part of the scientific profession whose sub- 
ject matter is adjacent to medicine.” 
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Nontraumatic dislocation of 
cervical vertebrae following 
inflammation of the throat 


A. E. MILLER, D.O. 
Los Angeles, California 


I HIS REPORT of nontraumatic dislocation of 
the upper cervical spine is presented not only because of 
its extreme interest but also as a reminder that as 
Walshe’ so aptly stated, a history of trauma is the red 
herring most commonly drawn across the trail of relative 
fact. Key and Conwell? in their discussion of nontrau- 
matic dislocation of the atlas and axis cite Berkheiser’s 
report of five cases. Four of these were successfully 
treated by traction, the period of traction varying from 8 
days to 5 months. After reduction, the head was immo- 
bilized in a plaster cast. Stein, Bloch, and Kenin* point- 
ed out that the sequence of events, that is, upper re- 
spiratory infection followed after an interval by a joint 
affection, occurs in transient synovitis of the hip joint, 
an allergic manifestation, and, therefore, it is possible 
that in nontraumatic atlantoaxial subluxation there may 
be transient synovitis of the atlantoaxial joint with effu- 
sion due to hypersensitivity. 

In their case a 7-year-old white boy was admitted 

to the hospital following an upper respiratory infection 
accompanied by enlargement of the cervical nodes 3 
weeks earlier.* Two weeks after the onset the child had 
started to carry his head to the right and experienced 
severe pain upon attempting to raise it or turn it. Fol- 
lowing diagnosis, cervical traction was maintained for 
12 days, after which the boy wore a Minerva collar for 
a month. The child apparently made an adequate re- 
covery. 
Grogono,‘ in a discussion of injuries of the atlas 
and axis, briefly covers spontaneous dislocation of the 
atlas and axis and gives two case reports. In one, stiff- 
ness of the neck was noted in a boy 4 years of age a 
week after removal of diseased tonsils associated with 
cervical adenitis. X-rays revealed forward subluxation 
of the atlas on the axis and a retropharyngeal abscess. 
The displacement was reduced and a plaster jacket 
applied. 

His condition remained satisfactory for 10 days, 
when fever occurred and he became drowsy. Neurologic 
examination at that time revealed extensor plantar re- 
sponse on both sides, urinary incontinence, and brisk 
tendon reflexes. Repeated radiographs revealed sub- 
luxation had recurred. The plaster was removed, and 
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the dislocation was again reduced. Fusion of the atlas 
and axis was performed by wiring the spinous proc- 
esses and implanting chip grafts. The functional result 
1 year after operation was excellent. 

Grogono’s second case was that of a girl 10 years 
of age who complained of a stiff neck which developed 
a week after an attack of sore throat. Her head was 
rotated to the left and flexed to the right. No neuro- 
logic signs were present in this patient. Radiographs 
showed anterior dislocation of the atlas on the axis. The 
dislocation was reduced, but subluxation recurred on 
several occasions in spite of immobilization in plasier. 
Therefore, the displacement was reduced, and a lateral 
axial fusion was undertaken by means of bone chip 
grafts with wire fixation. Radiographs taken 3 months 
later showed satisfactory fusion. 


Report of case 


The following case was that of a 5-year-old Cauca- 
sian boy, first seen on June 24, 1952. The chief com- 
plaint was of pain and deformity of the neck. There 
was a vague history of the child’s falling from a trellis 
while playing in his vard in the evening of June 19. 
The child apparently did not complain much at the time. 
The fall was minimal; however, the parents did bring 
this out when attempting to recall if any trauma had 
occurred. The day following the fall the child was re- 
ported to have been febrile, although the mother did not 
take his temperature. The boy began to tilt his head to 
one side. Two days later, when the child complained 
of a sore throat, the parents consulted their family 
doctor and antibiotic therapy was instituted. The child’s 
tonsils were enlarged and infected. Two days after in- 
stitution of antibiotic therapy slight epistaxis occurred, 
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although the boy had never had nosebleeds previously. 
During antibiotic therapy the child continued to be up 
and about and apparently was able to move his head. 
On June 24, the parents became concerned because of 
the pronounced tilt of his head. They again consulted 
their family doctor; x-rays revealed dislocation of the 
second and third cervical vertebrae (Figs. 1 and 2). 

When the boy was brought to me on June 24, ex- 
amination revealed a mentally clear and cooperative 
male child who appeared to be about his given age. He 
walked about, apparently without pain, and with his 
chin tilted to the left. Neurologic findings were normal. 
All reflexes were active and bilaterally equal. Urinary 
incontinence and sensory changes were not present. The 
Babinski reflex was not present. There was no evidence 
of sphincter disturbance. The diagnosis was dislocation 
of the second cervical vertebra on the third. The child 
was placed in traction in the hospital. Check films were 
taken 2 days later (Figs. 3 and 4) witha portable x-ray 
machine while the patient was in traction ; some residual 
subluxation was revealed, but the gross luxation had 
been overcome. 

On June 28, a Minerva jacket was applied, and 
x-rays revealed adequate alignment. The boy was dis- 
charged from the hospital that day and follow-up care 
was given in the office. On July 22, the cast was re- 
moved, x-rays were taken, and a new Minerva jacket 
was applied. On September 19, the cast was removed 
and a Thomas collar applied. The boy received office 
checkups and care until January 12, 1953, at which 
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time the collar was discarded. X-rays on that date re- 
vealed adequate alignment (Figs. 5 and 6). The child 
had almost full range of motion and no symptoms. The 
patient was not brought back for future appointments, 
so that further follow-up was not possible. 


Discussion 


An interesting aspect of this case, aside from its 
pathologic features, was the attitude of the parents 
toward their family physician. Even though they had 
difficulty in recalling the occurrence of trauma, they 
were convinced that the dislocation was due to trauma 
and were somewhat hostile toward their family doctor 
when he began antibiotic therapy. However, by dis- 
cussing with them similar cases of nontraumatic dislo- 
cation reported in the literature, I was able to dispel 
much of the hostility they felt toward him. 

Another interesting aspect of this entity is con- 
cerned with the reflex mechanism involved: Here is an 
obvious skeletal deformity due to an infection of the 
soft tissues. I would raise the question of how often 
similar reflex disturbances occur with minimal pathol- 
ogy and of which came first? Hargrave-Wilson® in a 
paper in which he discussed the association of cervical 
joint derangement with painful shoulder concluded the 
following : 


1. The commonest basic cause for breakdown in the shoul- 
der mechanism is a lesion between the fifth and sixth cervical 
vertebrae. 

2. Such a lesion [whether bulging disk or osteophyte or 
synovitis of a neurocentral joint] by pressing on the sixth 
cervical root, will upset the downward component of the “shoul- 
der muscle couple,” and, by allowing the head of the humerus 
to rise in the glenoid fossa, produce nipping of the structures 
in the acromiohumeral space. 


He suggested that passive mobilization might be harm- 
ful for the stiff and painful shoulder and that care 
should consist of traction and osteopathic manipulative 
treatment. 

If such a lesion as that described can occur in the 
cervical spine, an area of rather free mobility, one 
might hypothesize that similar but less demonstrable 
lesions or phenomena may occur in any of the spinal 
segments, and, if they should occur in areas of visceral 
distribution, there would seem to be a great possibility 
for the occurrence of somaticovisceral reflexes and dis- 
turbances of physiology and function. Is it not possible 
also that some of the rather vague and unusual visceral 
disturbances that follow systemic infections, such as 
those due to a virus, could be the result of this type of 
lesion ? 


Summary of treatment 


This case was treated with traction for a few days, 
with a Minerva jacket for approximately 11 weeks, 
and with a Thomas collar for about 11 weeks. The re- 


sult was excellent. 
766 So. Kingsley Dr. 
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Osteomyelitis 
of the spine 


FREDERICK J. AUWERS, D.O. 
Dayton, Ohio 


A 68-YEAR-OLD MALE was admitted by 
stretcher on July 17, 1954, with the chief complaints 
of “pain in my hip joints and legs” and “sugar in my 
blood.” The first leg symptoms dated back to October 
1953, but there was no definite history of trauma. In 
December 1953, he received some unidentified parenteral 
therapy and obtained relief of symptoms. On July 20, 
1954, he was stooping over to pull weeds when his pain 
started again. Sneezing, coughing, and straining at the 
stool aggravated the pain. He had worn a lumbosacral 
support without benefit. 

He had no respiratory, cardiac, urinary, or bowel 
symptoms. In 1940 he had passed some kidney stones 
but had no recurrence. Both parents. were dead; his 
mother might have had diabetes, and a sister may have 
had pulmonary tuberculosis. 

Physical examination revealed an edentulous 5 foot 
3 inch male who weighed 125 pounds. He did not ap- 
pear to be any older than his chronologic age, but it 
was apparent that he was in considerable pain. On 
ausculation, his chest and heart findings were normal. 
Digital examination of the rectum disclosed no rectal 
pathologic change; the prostate was smooth and mod- 
erately hypertrophied. He had good muscular tone for 
his age. 

The skin over the lumbosacral and left hip areas 
was extremely tender, and there was marked spasticity 
of the lumbar musculature. He had no definite sensory 
changes in either leg. The straight leg-raising test was 
positive at 40 degrees in the left leg, and the right 
straight leg-raising test produced pain in the left leg 
at 50 degrees. The right patellar and Achilles reflexes 
were normal. In the left leg, the patellar reflex was 
absent and the Achilles reflex was diminished. Abduc- 
tion and rotation of the left hip produced pain in the 
left leg. 

Roentgenograms of the lumbar spine disclosed 
minimal hypertrophic lipping affecting the anterior 
margins of the lumbar vertebral bodies. The interver- 
tebral disk spaces were well preserved. The lumbar 
lordotic curve was flattened and there was listing of the 
lumbar spine to the left. There was no significant dif- 
ference in the height of the femoral heads. 

Initial laboratory findings were negative; urinaly- 
sis, specific gravity 1.021, otherwise negative; erythro- 
cytes, 4,610,000, hemoglobin 14.15 gm., leukocytes, 


11,800; Kahn, negative; sedimentation index, 10 mm.’ 


(corrected Wintrobe) ; nonprotein nitrogen, 40 mg. per 
100 cc.; fasting glucose, 90 mg. per 100 cc.; and acid 
phosphatase, 2.5 Bodansky units. 

A tentative diagnosis of herniated lumbar inter- 
vertebral disk syndrome was made. In view of the pa- 
tient’s age, it was decided that conservative manage- 
ment should be used. The patient was treated for 12 
days with bed rest, intravenous procaine, sedation, and 
gentle manipulative treatment of a soft tissue nature. 
The patient’s condition gradually worsened in spite of 
this treatment. 
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A myelogram using 6 cc. of Pantopaque was per- 
formed on August 8, 1954. A persistent smooth con- 
cave filling defect on the left anterolateral margin of 
the oil column at the fourth lumbar interspace was 
present on the films. A similar defect was observed at 
the first lumbar interspace. 

The spinal fluid total protein was 55 mg. per 100 
cc., but the remainder of the spinal fluid findings were 
not remarkable. These findings were as follows: total 
protein, 55 mg. per 100 cc.; globulin, negative; sugar, 
83 mg. per 100 cc.; chlorides, 676.5 mg. per 100 cc.: 
cell count, 0 mononuclears ; Kahn, negative; and gol 
curve-0000000000. These findings were felt to be com- 
patible with the clinical diagnosis of a herniated inter- 
vertebral disk. 

Spinal surgery was performed on August 11, 1954. 
A left hemilaminectomy was performed at the fourti 
lumbar interspace. When the dura was retracted, a 
large bulging disk was visible. The nucleus pulposus 
was removed. A transfusion of 1,000 cc. of blood was 
given during surgery to replace blood loss from hemor- 
rhage. Inasmuch as it was felt that the bulging disk at 
the fourth interspace was responsible for the symp- 
toms, and the patient’s general condition was bordering 
on surgical shock, the first lumbar interspace was not 
explored. 

The patient felt quite well the first postoperative 
day and experienced considerable relief from the pains 
in his legs. The drain was removed on the first post- 
operative day. Within the next few days he developed 
considerable abdominal distension, urinary retention, 
nausea, and general malaise. On the third postoperative 
day his temperature spiked to 104.4 F., and an internist 
was called in consultation. It became necessary to reg- 
ulate his blood sugar level with insulin. 

A chest x-ray on August 16, 1954, was negative, 
but on the same day a very small amount of drainage 
from the operative wound was noted. However, this 
drainage did not appear to be purulent, nor did the 
operative area appear inflamed or swollen. It was the 
opinion of the internist that the fever was secondary to 
a wound infection; but it was difficult to believe that 
symptoms of such severity could come from a wound 
infection without more local symptoms being present. 
On the days when his fever was highest, the patient 
experienced very little back pain. 

It was necessary to give five 500 cc. blood transfu- 
sions to maintain a satisfactory erythrocyte count dur- 
ing his illness. The patient received adequate doses of 
penicillin, streptomycin, and terramycin in an effort to 
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control wound infection even though local symptoms 
were not definite. His condition rapidly improved and 
he became relatively symptom free. By the fourteenth 
postoperative day his temperature had returned to nor- 
mal, and he was dismissed by ambulance on August 28, 
1954. 

On October 5, 1954, this patient was readmitted to 
the hospital. He complained of constant severe pain in 
his low back and severe spasms of his legs on the 
slightest movement. About a week before admission 
the incision had spontaneously opened and had con- 
tinually drained purulent material since then. At ad- 
mission, there was evidence of only a small amount of 
drainage from a short area of the incision. Moderate 
weight loss since his previous dismissal was apparent ; 
his appetite was fair; and the mental confusion which 
had been present during the previous hospitalization 
was quite obvious now. A small nodule was palpable 
in the right lateral lobe of the prostate, but he had no 
urinary symptoms. 

Roentgenograms on October 7, 1954, did not dis- 
close any cardiac or pulmonary pathology. Previous 
roentgenograms of the lumbar spine on July 28, 1954, 
had revealed no indication of neoplastic disease or de- 
itruction of the vertebrae, but films taken on October 
7 revealed an extensive osteolytic destructive process 
involving the bodies of the fourth and fifth lumbar 
vertebrae. The disk space was fairly well preserved, 
and there was no appreciable collapse of the bodies of 
these vertebrae. It was considered that the most likely 
possibility was metastatic involvement from carcinoma 
of the prostate. 

Laboratory studies made on admission showed that 
the patient’s hemoglobin had dropped from 13.75 gm. 
per 100 cc. on August 23, 1954, to 8.65 gm. per 100 
cc. on October 7, 1954. At that latter date, urinalysis 
showed a specific gravity of 1.023 and sugar content of 
4 plus, but otherwise was negative. Erythrocytes were 
2,930,000; hemoglobin, 8.65 gm. per 100 cc.; leuko- 
cytes, 16,550 (eosinophils, 3 per cent; nonsegmented 
neutrophils, 12 per cent; segmented neutrophils, 64 per 
cent; lymphocytes, 18 per cent; and monocytes, 3 per 
cent); fasting sugar, 190 mg. per 100 cc.; nonprotein 
nitrogen, 33.9 mg. per 100 cc.; acid phosphatase, 2.7 
Bodansky units, and alkaline phosphatase, 24.3 Bo- 
dansky units; poikilocytes, 2 per cent; and presence of 
hypochromia and anisocytosis. 

The patient was given deep x-ray therapy to the 
involved area for a total of 2,000 roentgen units. This 
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was given through a 10 cm. by 20 cm. port cross-firing 
the lumbar spine, 200 roentgen units daily. In addition, 
the patient was on stilbestrol therapy for about 6 weeks. 
Clinically he obtained no relief from this therapy, with 
his general condition seeming to worsen. He expe- 
rienced more pain and muscle spasms in his low back 
and legs, and a marked atrophy of all the muscles of 
both legs developed. Tactile and pain sensation re- 
mained relatively normal in both legs. 

Recheck roentgenograms on November 5, 1954, 
failed to demonstrate any metastatic lesions in the 
chest. Lumbar studies showed bone reorganization 
affecting the destructive processes of the fourth and 
fifth lumbar vertebrae. Our roentgenologists felt that 
this apparently represented a satisfactory response to a 
cycle of roentgen therapy. They felt that the response 
was more in keeping with a malignant process even 
though the nature of the defect was somewhat sugges- 
tive of a pyogenic infection. 

The acid phosphatase blood level on November 9, 
1954, was 1.7 Bodansky units. The alkaline phosphatase 
blood level was 11.1 Bodansky units. On January 28, 
1955, the acid phosphatase blood level was 4.5 Bo- 
dansky units. 

It was necessary to give repeated blood transfu- 
sions to maintain a satisfactory hemoglobin level. The 
difficulty with which the hemoglobin level was main- 
tained is demonstrated in Figure 3. 
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On November 15, 1954, about 10 cc. of straw- 
colored, slightly turbid fluid was aspirated from an 
area between the fourth and fifth lumbar spinous proc- 
esses. This area showed little inflammatory change, yet 
the fluid was localized as though it were a walled-off 
abscess. The smear was negative for acid fast bacilli, 
but showed 4 plus pus cells. A culture at 4 days and 
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10 days showed only Staphylococcus aureus. The anti- 
biotic sensitivity was (1) aureomycin, (2) chloro- 
mycetin, and (3) terramycin. The 6-week Petragnani 
culture was negative. 

The total serum protein and albumin/globulin ratio 
was not particularly significant during the course of the 
illness. They were as follows: 

12-6-54 1-13-55 1-28-55 2-10-55 


Total protein 5.84 7.20 8.80 7.0t 
Albumin 2.80 3.13 3.93 3.73 
Globulin 3.04 4.07 4.87 3.31 


The diabetic ‘condition was controlled without too 
much difficulty. The pain and muscle spasms were of 
such intensity that Dilaudid in doses of 1/20 grain 
every 3 hours was insufficient to keep the patient free 
of pain. It was impossible to correlate exactly his 
clinical condition with any of the laboratory findings ; 
generally speaking, however, his clinical improvement 
seemed to parallel the improvement in his sedimenta- 
tion rate. 

Roentgenograms were made on January 10, 1955, 
and compared with those made on November 5, 1954. 
The newer films did not reveal any additional bone de- 


struction of the bodies of the fourth and fifth lumbar 
vertebrae. The disk space was completely obliterated, 
and there was evidence of bony fusion with rather 
marked marginal bone production. This was suggestive 
of a healing infectious spondylitis, probably of a non- 
tuberculous origin since there was no indication of a 
paraspinal abscess. There was no other evidence of 
neoplastic or inflammatory disease. Cardiac and pul- 
monary findings remained normal. 

He was discharged by ambulance on February 14, 
1955, on his one hundred-thirty-second hospital day. A: 
that time he was relatively free of pain and was abl 
to walk to the bathroom and be up in a chair for an 
hour or two at a time. 

. Recheck roentgenograms of the lumbar spine on 
April 11, 1955, again revealed fusion of the bodies of 
the fourth and fifth lumbar vertebrae. There was no 
radiographic evidence of activity at that time. Four 
months later this patient made a social visit to the hos 
pital. He had gained 25 pounds in weight and appeare: 
to be in good health. His back and legs were free of 
pain. 

Grandview Hospital 
405 Grand Ave. 


8 DEPARTMENT OF PUBLIC AFFAIRS 


DONALD M. DONISTHORPE, D.O. 
Chairman 


Bureau of Public Education 
on Health 


ROSWELL P. BATES, D.O. 
Chairman 


Meeting the need for more doctors 


> The Bureau of Public Education on Health will hold its 
annual meeting in Chicago on April 24 and 25, 1957. This meet- 
ing will bring the members of the Bureau of Public Education 
on Health together for the first time since the semiannual meet- 
ing in December 1956. The Bureau is now composed of the 
following members: R. P. Bates, Maine, Chairman; E. D. 
Mosier, Washington, Vice-Chairman; C. F. Peckham, New 
York; E. A. Ward, Michigan; P. R. Russell, Texas; and C. E. 
Cryer, Illinois. The Bureau will report the results of the 
meeting to the Board of Trustees and the House of Delegates 
at the annual convention in July in Dallas. 

Needless to say, a profession composed of physicians and 
surgeons having as its objective the providing of complete 
health care to the people of the United States and Canada, and 
of some foreign countries as well, faces many challenges. The 
rapidly growing population of the United States alone and its 
continued concentration in the large cities have created many 
problems, not only for the people themselves, but also for the 
osteopathic profession in the attempt to carry out its public 
health objectives. The projected increase of population in the 
United States by 1975 of 63,215,000 people (38.5 per cent) 
means that there must be an approximately proportional in- 
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crease in the number of doctors of osteopathy in the United 
States by that time or the profession’s position as a major 
school of medicine will be lessened. It is true that the expan- 
sion program of hospitals, staffed in whole or part by doctors 
of osteopathy, will help to make more effective and efficient the 
services of individual doctors and permit a greater use of 
auxiliary medical personnel to assist physicians and surgeons in 
providing care. Nonetheless, the number of doctors themselves 
must be increased. 

Another reason for increasing the number of doctors of 
osteopathy is to bring about a more even and proportionate dis- 
tribution in the various states. The osteopathic profession has 
been and intends to continue to be a national profession. This 
means that D.O.’s must be located in sizable numbers in all the 
states of the Union and not heavily concentrated in eight or ten 
as at present, and also that all D.O.’s must be permitted to pro- 
vide the full scope of osteopathic health services in every state. 
This also means that the profession has the responsibility for 
increasing the number of doctors trained and educated in osteo- 
pathic colleges. 

In those states where D.O.’s are concentrated, the develop- 
ment of hospital facilities has already obligated the profession 
to continue to furnish a sufficient number of doctors to man the 
institutions and their inevitable expansions in the years ahead. 
Thus the profession finds itself heavily obligated to the public 
to increase its numbers. This obligation must be met at a time 


_ when both osteopathic colleges and students are meeting higher 


costs. 

At the April Bureau meeting, among many other matters 
that the Bureau will discuss and consider is that of the means 
by which the colleges and students may be helped in their en- 
deavors during this trying period. Medical scholarship and loan 
programs, administered by a state agency to encourage residents 
of the state to enter colleges training physicians and surgeons, 
have become effective incentives for the training of physicians 
and surgeons in some states. The osteopathic profession up to 
this time, because of its other obligations and duties, has not 
given consideration to any long-range program directed at en- 
couraging the participation of the students desiring to enter 
osteopathic colleges, the students in osteopathic colleges, or even 
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the osteopathic colleges themselves in the state-subsidized edu- 
cation programs. 

There are, however, other types of state and federal aid 
programs in which the osteopathic colleges and the osteopathic 
profession have shared. The College of Osteopathic Physicians 
and Surgeons has for years benefited from the Osteopathic 
Unit of the Los Angeles County General Hospital, a tax sup- 
ported county hospital, which is utilized as a teaching institu- 
tion. A new $9,220,000 Osteopathic Unit is now under construc- 
tion, and its completion can be expected in the not too distant 
future. The Philadelphia College of Osteopathy now receives 
an annual appropriation from the Pennsylvania Legislature to 
be expended “for the general maintainance of the college and 
the purchase of such apparatus and equipment as the trustees 
may deem necessary for the best interest of the college.” Osteo- 
pathic hospitals used as teaching institutions, among others, 
have received federal grants-in-aid under the Hill-Burton Act. 
The exemption of osteopathic colleges from real and personal 
_ property taxes, as well as pertinent exemptions under the In- 
ternal Revenue Code, helps to cut costs and to make education 
available more readily. 

It appears, however, that the difficulties of the students 
themselves in financing the long period required to graduate 
today from an osteopathic college and to complete the almost 
universally accepted hospital internship are increasing. For 
those planning residency training the burden is even greater. 
Undoubtedly many prospective students with proper motivation 
and the abilities essential for a physician and surgeon are pre- 
vented from undertaking a professional education. This fact 
can have a detrimental influence upon the public health if it 
tends to discourage qualified applicants from matriculating in 
the osteopathic colleges. It has, therefore, been recognized as a 
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CHESTER D. SWOPE, D.O. 


Chairman 


Civil Aeronautics Administration— 
Certification procedures— 
Notice of proposed rule making 


> The Civil Aeronautics Administration proposes to revise 
procedures concerning physical examination and medical certifi- 
cation of airmen requiring a third-class medical certificate. A 
definition of “designated medical examiner” is added to Sec. 
406.1. Section 406.12 (c) (1) is amended by adding “private 
lighter-than-air pilot certificate” to the list of certificate appli- 
cants requiring a third-class medical certificate. There is added 
a provision for the issuance of the third-class medical certificate 
in two forms, (1) basic and (2) renewal. Section 406.12 (c) 
(2) is amended by requiring that the physical examination for a 
basic third-class medical certificate be performed by a designat- 
ed medical examiner only and that the physical examination for 
the renewal of a third-class medical certificate be performed by 
either a designated medical examiner or by any other competent, 
licensed physician. Section 406.12 (c) (3) is amended to change 
the title of the third-class medical certificate to “Medical Cer- 
tificate—Third Class (Basic)” and “Medical Certificate—Third 
Class (Renewal).” 

All interested persons who desire to submit comments and 
suggestions for consideration by the Administrator of Civil 
Aeronautics in connection with the proposed rules shall send 
them to the Civil Aeronautics Administration, Washington 25, 
D. C., within 30 days after publication of this notice in the 
Federal Register. 
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function of state governments to lessen or alleviate the financial 
burden of students seeking to become physicians and surgeons 
available to provide complete health care. 

A draft of a bill proposing the administration of a scholar- 
ship-loan program for qualified residents of a state to be ad- 
ministered by the state licensing agency will be considered at 
the Bureau meeting. In few states is there a more competent 
organization or one more interested in increasing the number of 
physicians in the state than the state licensing agency. Much 
more complex bills than the one to be considered have been 
drafted and also, it might be stated, some less complex. The 
bill to be studied was selected solely to give the Bureau an 
example of the type which could effectively provide for a state 
scholarship-loan program for students desiring to enter osteo- 
pathic colleges, and encourage them to enter practice in a rural 
area in the state for a limited number of years. It is in the 
rural areas that the desperate cry for physicians can be heard. 
It can be said that in most states doctors of osteopathy are pro- 
viding a higher percentage of the over-all health care in rural 
areas than in urban areas. In almost every state, statistics indi- 
cate that the medical profession has overpopulated urban areas. 
Because of the type of training that doctors of osteopathy re- 
ceive, a scholarship-loan program directed at encouraging stu- 
dents graduating from colleges of osteopathy to settle in rural 
areas would be a significant contribution to the public health in 
nearly every state. It is hoped that scholarship-loan programs 
of this type may soon become a reality in many states. 

The Bureau, at its April meeting, will consider not only 
the type of public health bill discussed above but related bills 
which can effectively increase the efforts of state governments 
toward the training of physicians and surgeons and meeting the 
demands of the people for medical and surgical care. 


PUBLIC RELATIONS 


1. Section 406.1 is amended by adding a new paragraph (e) 
to read as follows: 

Sec. 406.1—Definitions of terms. 

(e) “Designated medical examiner” shall mean an individual 
holding a letter of designation from the Civil Aeronautics Ad- 
ministration authorizing him to perform the physical exami- 
nations required by this part to be performed by a designated 
medical examiner. 

2. The first sentence of Sec. 406.11 (b) is amended to read 
as follows: “A physical examination, where required, will be 
given by a designated medical examiner or by any other com- 
petent, licensed physician as indicated in this subpart.” 

3. Section 406.12 (c) is amended to read as follows: 

Sec. 406.12—Medical certificates. 

(c) Third-class medical certificate. 

(1) Purpose. This medical certificate is issued to applicants 
for a student pilot certificate, private pilot certificate, student 
or private lighter-than-air pilot certificate, free balloon pilot 
certificate, and flight radio operator certificate as evidence that 
the applicant meets the physical requirements of the Civil Air 
Regulations. It is issued in two forms, (i) the basic medical 
certificate issued at the time of the original issuance of the 
appropriate airman certificate and (ii) the renewal medical 
certificate issued subsequent to the expiration of the basic 
certificate. 

(2) Examination. The physical examination for the basic 
medical certificate shall be given by a designated medical exam- 
iner only. An examination for the renewal of a medical certifi- 
cate shall be given by a designated medical examiner’ or by any 
other competent, licensed physician. 

(3) Issuance. The basic medical certificate will be issued 
on Form ACA-1005, Medical Certificate—Third Class (Basic). 

1. A list of the designated medical examiners in any area may be 


obtained by addressing a request to the CAA Regional Flight Surgeon of 
the region in which the area is located. 
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The renewal medical certificate will be issued on Form ACA- 
1005.1, Medical Certificate—Third Class (Renewal). 
(Published March 19, 1957: FR Vol. 22, Number 53.) 


National Health Surveys— 
Confidentiality of identifying information 


>» The National Health Surveys are for the purpose of ob- 
taining accurate and current statistical information on the 
amount, distribution, and effects of illness and disability in the 
United States and the services received for or because of such 
conditions. They will be conducted by the United States Public 
Health Service, with the assistance of the United States Bureau 
of the Census and other agencies or persons, as authorized by 
section 305 of the Public Health Service Act, as amended by 
section 3, 70 Stat. 490. The survey program will involve ob- 
taining on a continuing basis details of the personal health rec- 
ords of a large number of individuals throughout the nation. 
The furnishing of such information cannot be required, and it 
can be obtained fully and accurately only by the voluntary co- 
operation of those with respect to whom information is sought. 
Therefore, in order to secure the cooperation on which the 


Proposed amendments to CON STITUTION 


success of the surveys depends, I find it necessary and hereby 
give an assurance, in accordance with section 1.103 (a) of the 
Public Health Service regulations (42 CFR 1.103 (a)), to 
every individual about whom information is voluntarily given 
for the purpose of the surveys that any such information which: 
permits the identification of the individual will be held strictly 
confidential, will be used solely by persons engaged in, and only 
for the purposes of, the surveys and will not be disclosed or 
released to other persons or for any other purpose. 

Administrative arrangements are being established with re- 
spect to the persons authorized to obtain information for the 
surveys and concerning custody and use of the records so as to 
secure full compliance with this assurance of confidentialiiy, 
and I direct that this document be submitted for publication in 
the Federal Register. 


Dated: February 26, 1957. 


(SEAL) L. E. Burney 
Surgeon General 


Approved: March 11, 1957. 


. M. B. Forsom 
Secretary 


(F. R. Doc. 57-1960; Filed, Mar. 14, 1957; 8:47 a. m.) ~ 


and CODE OF ETHICS 


TRUE B. EVELETH, D.O. 


Executive Secretary 


Proposed amendment to 
Constitution 


(The following proposed amendment is published at the di- 
rection of the House of Delegates and would provide for a 
Second Vice Speaker of the House. The amendment was read 
at the 1956 meeting of the House and can be acted on by the 
1957 House.) 


Article V—House of Delegates 


Amend the second paragraph of the Article by deleting the 
second sentence thereof and substituting the following: “The 
Speaker shall be the presiding officer and in his absence, or at 
his request, the Vice Speaker shall preside, and in the absence 
of, or at the request of the Vice Speaker, the Second Vice 
Speaker shall preside.” . 


Proposed revision of 


Code of Ethics 


P LAsT YEAR, THE Board of Trustees directed Dr. R. C. Mc- 
Caughan, then Executive Secretary, to prepare a proposed re- 
vision of the Code of Ethics of the Association in the interest 
of clarification. Dr. McCaughan prepared such a revision 
which the Board of Trustees directed to be published and which 
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of the American Osteopathic Association 


has been reviewed by the Editorial Department. Much time 
and study have been spent on this assignment, and it is believed 
that the amendments indicated below will accomplish the desired 
clarification. 


Note: In the Proposed Revision of the Code of Ethics set 
out below, brackets are used to identify material to be deleted 
and boldface type to identify material to be added. 


Chapter I.—Duties of Physicians to Their 
Patients 


Sec. 1. The physician should hold himself in constant 
readiness to respond to the calls of the sick. He should 
[ever] bear in mind the high character of his calling and 
the great responsibility which it involves and should re- 
member that the comfort, the health and the lives of his pa- 
tients depend upon the skill, attention and faithfulness with 
which he performs his professional duties. 

Sec. 2. The physician should [strive always to] exer- 
cise his vocation to the best advantage of the patient. In 
order to do this, he should possess the patient’s respect and 
confidence. These must be acquired and retained by faith- 
ful attention to his [malady] health, by [indulgent tender- 
ness toward] understanding of the weaknesses incident to 
his condition and by the exercise of a firm but kindly au- 
thority. The physician is bound to keep secret whatever he 
may hear or observe while in the discharge of his profes- 
sional duties, respecting the private affairs of the patient or 
his family. And this obligation is not limited to the period 
during which the physician is in attendance on the patient. 
The patient should be made to feel that he has, in his physi- 
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cian, a friend who will guard his secrets with scrupulous 
honor and fidelity. 

Sec. 3. The physician should visit his patient as often 
as may be necessary to enable him to acquire and keep a 
full [knowledge] record of the nature, progress [changes] 
and complications of the disease, and to do for the patient 
the utmost [of] good that he is able. [But] He should 
carefully avoid making unnecessary visits, lest he render the 
patient needlessly anxious [about his case,] or expose him- 
self to the charge of being actuated by mercenary motives. 

Sec. 4. The physician should not give expression to 
gloomy forebodings respecting the patient’s disease, nor 
magnify the gravity of the case. Bearing in mind the infinite 
resources of nature, he should be cheerful and hopeful, both 
in mind and manner. This will enable him the better to 
exercise his faculties and apply his knowledge for the pa- 
tient’s benefit, and will inspire the patient with confidence, 
fortitude and hope, which are the physician’s best moral 
adjuvants. But the physician should not fail on proper oc- 
casions to give timely notice of dangerous manifestations to 
the friends of the patient, and even to the patient if abso- 
lutely necessary. This notice, however, is at times so [pe- 
culiarly] alarming when given by the physician that its de- 
livery may often be preferably assigned to some other 
person of good judgment. 

Sec. 5. Whether the [case continue favorable, or be- 
come] disease follows a favorable course or becomes mani- 
festly incurable, it is the physician’s duty to continue his 
attendance faithfully and conscientiously so long as the pa- 
tient may desire it. He is not justified in abandoning a case 
merely because he supposes it incurable. 

Sec. 6. As the patient has an undoubted right to dis- 
miss his physician for reasons satisfactory to himself, so 
[likewise] the physician may, with equal propriety, decline 
longer to attend a patient when [his] self-respect or dignity 
seems to require this step, as for example, in case of per- 
sistent failure to comply with [his] directions. In such in- 
stance the attending physician shall give due notice to the 
patient or to those responsible for the patient’s care. 

Sec. 7. The intimate relations into which the physician 
is brought with his patient give [him] the physician an op- 
portunity to exercise a powerful moral influence over [him] 
the patient. This influence should always be exerted to turn 
him from dangerous and vicious courses toward a tem- 
perate and virtuous life. The physician is sometimes called 
to assist in practices of questionable propriety, and even of 
a criminal character. Among these may be mentioned the 
pretense of disease in order to evade services demanded by 
law, as jury or military duty; the concealment of organic 
disease or of morbid tendencies in order to secure favorable 
rates of insurance, or for deception of other kinds; and es- 
pecially any treatment or operation that may endanger life, 
[even] including fetal life, unless after mature deliberation 
such treatment or operation is found necessary to save life. 
To all such propositions the physician should present an in- 
flexible opposition. 


Chapter IIl.—The Duties of Physicians to Each 
Other and to the Profession at Large 


ARTICLE I—DUTIES FOR THE SUPPORT OF 
PROFESSIONAL CHARACTER 


Sec. 1. It is [equally] inconsistent with the principles of 
science for physicians to base their practices on any dogma 
or unsupported theory [on the one hand] or [on the other 
hand] to float about with every wind of doctrine following 
an experience or precedent alone. The vast sum of knowl- 
edge of health and disease [accumulated by the labors of 
the past] should have its consistent and scientific develop- 
ment and application under the organizing principle of the 
fundamental [therapeutic] laws of nature. [and] As [our] 
knowledge of these laws becomes greater, the logical effect 
of their operation, rather than the arbitrary limitations of 
any system of human devising, should be the effacement of 
all [those] empirical, heterogeneous and disconnected meth- 
ods [arising in the infancy of the science of medicine]. The 
physician should, therefore, preeminently among men, be a 
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student of nature and her laws, that he may [be able to] 
avoid either contravening [laws] or superimposing upon 
them that which is needless or harmful. Entering the pro- 
fession, and thereby becoming entitled to full professional 
fellowship, incurs an obligation to uphold its dignity and 
honor, to exalt its standing and to extend the bounds of its 
usefulness. 

Sec. 2. The physician should observe strictly such laws 
as are instituted for the government of the members of the 
profession, should honor the fraternity as a body, should 
endeavor to promote the science of medicine, and should 
entertain a due respect for those seniors who by their labors 
have contributed to its advancement. 

Sec. 3. Every physician should identify himself with 
the organized body of his profession as represented in the 
community. The organization of local and state societies, 
where they do not exist, should be effected so far as prac- 
ticable. Such local societies, constituting as they do the 
chief element of strength in the organization of the profes- 
sion, should have the active support of [their] the mem- 
bers of the profession and should be made instruments for 
the cultivation of fellowship, for the exchange of profes- 
sional experience, for the advancement of knowledge, for 
the maintenance of ethical standards, and for the promotion 
in general of the interests of the profession and the welfare 
of the public. 

Sec. 4. There is no profession from the members of 
which greater purity of character and a higher standard of 
moral excellence are required. [and to attain such emi- 
nence] Their attainment is a duty every physician owes 
alike to the profession and to patients. It is [due] owed to 
the patients, as without it their respect and confidence can- 
not be commanded, and to the profession because no scien- 
tific attainments can compensate for the want of correct 
moral principles. 

Sec. 5. It is incumbent on physicians to be temperate 
in all things. [for] Instant readiness in the exercise of a 
clear and vigorous understanding and in emergencies—for 
which no physician should be unprepared, a steady hand, an 
accurate eye, and an unclouded mind are essential to the 
welfare and even the life of [a human being] patients. 

Sec. 6. (a) It is [shall be considered] unethical for a 
physician to advertise in any manner, [regardless of] 
whether or not there is any consideration represented as 
payment for such advertisement [or not] except as herein- 
after provided: 

When sanctioned by [universally accepted] local cus- 
tom and with specific approval and under mutual agreement 
with the A.O.A. [recognized] component divisional osteo- 
pathic organization concerned, it is [may be considered] 
ethical [to use in a printed publication a simple, dignified 
statement by] for a general practitioner or institution en- 
gaged in general practice to use in a printed publication a 
simple, dignified statement which [statement shall] lists 
only the name, profession, address, telephone number, office 
hours, and other necessary information, [expressly per- 
mitted] such as listing the organs or class of cases, but not 
the specific diseases treated by the individual or group who 
limits practice to a specialty only. 

(b) It is not compatible with honorable standing in 
the profession for any individual practitioner or institution 
to pay, directly or indirectly, for advertising time on the 
radio or television, nor for any osteopathic society, except 
the A.O.A. or a divisional society thereof. It shall be ethical 
for divisional societies to purchase time on radio or televi- 
sion stations and space in magazines or newspapers for the 
presentation of information or material relating to the pub- 
lic health and the osteopathic profession. 

It shall be ethical for divisional societies to participate 
upon or prepare material or information for radio or televi- 
sion programs and newspaper or magazine articles devoted 
to the public health and the osteopathic profession [made 
available by donation of] when time or space is donated by 
any reputable business concern, public health organization, 
radio or television station(s) and newspaper(s) or maga- 
zine(s). All information or material of any type or nature, 
including any advertising commercials and sponsors of such 
programs, must have written approval of the committee of 


509 


y 
e 
n 
h 
y 
y 
0 
in 
al 
ne 
ed 
ed 
et 
ed 
nt : 
ld 
ad 
th 
In 
nd 
vil 
to 
or 
od 
nt. 
si- 
A. 


the divisional society concerned with public health laws, the 
divisional society, the Committee on Ethics and Censorship 
of the American Osteopathic Association, and the Division 
of Public and Professional [Welfare] Service of the Ameri- 
can Osteopathic Association. All such material or informa- 
tion shall be directed toward improving the public health 
and shall in no way or manner sponsor or promote the in- 
terest of any individual osteopathic physician, hospital, 
clinic, osteopathic college or any other institution, and such 
persons or institutions may be named only for the purpose 
of identification incident to a presentation upon a public 
health subject. 


(c) It shall be considered unethical for any physi- 
cian, hospital, clific or sanatorium to use literature of any 
kind for the education of the laity of the facts concerning 
osteopathy, their services, mode of treatment or qualifica- 
tions, except as hereinafter provided. 

(1) Educational literature as referred to in the above 
paragraph may be used provided it is published for that 
purpose by the A.O.A. or, if published by any other con- 
cern, individual or organization, it [shall have the] has ap- 
proval of the Committee on Ethics and Censorship previous 
to its use [by any physician or group]. 

(d) Ethical conduct in either advertising or educa- 
tion precludes such practices as the following: 

(1) Inviting the attention of persons afflicted with par- 
ticular diseases. 

(2) Publishing reports of cases in the daily press or 
elsewhere. 

(3) Presenting [cases or] reports of cases over the 
radio. 

(4) Listing oneself as a specialist when he is really a 
general practitioner, who has developed a special aptitude 
for a [side line] special diagnostic or therapeutic technic. 

(5) Promising radical cures. 

(6) Advertising free examinations (except in free clin- 
ics). 

(7) Using display advertising of unusual varieties. 

[9] (8) [The use of] Using either boldface or box 
type listing in any telephone directory. 

[10]. (9) [The use of] Using any public listing of dis- 
eases treated, methods used or equipment possessed. 

[11] (10) [Make] Making any public or professional 
use of a specialty designation unless one of the following 
prevails: 

(a) A.O.A. certification of specialty rating has been 

given. 

(b) Specialty listings are in not more than two closely 

related fields. 

(c) Legal authorization for the use of the specialty des- 

ignation is possessed. 

[8] (11) Or in any other way trespassing against the 
dictates of honesty, good judgment, fairness, and profes- 
sional decency and the tenets of the Golden Rule. 

[Sec. 7. It shall be considered unethical for a physician 
to hold himself out as a specialist in more than one spe- 
cialty.] 

Sec. [8] 7. 

(a) It [shall be considered] is unethical for a physician 
to assist or give aid to any person [who shall attempt] at- 
tempting to evade the legal restrictions governing the prac- 
tice of medicine. 

(b) It [shall be considered] is unethical for a physician 
to be associated in practice with or to share office space 
with any person illegally practicing the healing art. 


(c) It is unethical for an osteopathic physician to hold’ 


forth or to indicate possession of any degree recognized as 
the basis for licensure to practice the healing art unless [the 
osteopathic physician] he is actually licensed in the state in 
which he practices on the basis of that degree or could have 
been licensed at the time he received the degree or subse- 
quently on the basis of that degree in the state where he 
now practices. 

(d) It is unethical [from this date] for an osteopathic 
physician to seek to acquire or receive a degree from a 
school or college of the healing arts which [degree] is not 
approved by the national professional organization recog- 
nized by the United States Office of Education as represen- 
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tative of that school or college of the healing arts. 

(e) It is unethical for an osteopathic physician, in the 
professional use of his name, to fail to designate or indicate 
by one of the terms “D.O.,” “Doctor of Osteopathy,” “os- 
teopathic physician,” “osteopathic physician and surgeon,” 
or similar term, his school of practice [in the professional 
use of his name]. 

Sec. [9] 8. It [shall be considered] is unethical for 
[any] an osteopathic physician to be identified in any man- 
ner with [public] testimonials for [any] proprietary prod- 
ucts or devices, [or organizations dealing with the public} 
advertised or sold directly to the public. A physician ma. 
be identified by name and testimonials for proprietary. proc- 
ucts or devices where the advertising and sale [is] are re- 
stricted to licensed practitioners of the healing arts. Per- 
mission to use [published] articles published in A.O.A. 
publications or reprints or parts thereof as quotations or 
enclosures or the name of a physician, by companies adver- 
tising or selling proprietary products or devices only to |i- 
censed practitioners of the healing art, may be granted [to 
the physician] by the Editor. Proper credit shall be given 
to the publication from which the article or quotation is re- 
produced and no extraneous material shall be added thereto. 

Sec. [10] 9. It [shall be considered] is unethical for a 
physician to use or advocate the use of any secret method 
or appliance for the treatment of human ailments. 

Sec. [11] 10. It [shall be considered] is unethical for 
[any] an osteopathic physician to be associated in any man- 
ner with any institution or individual whose advertising or 
business or professional conduct is not in accord with the 
general principles expressed in this Code of Ethics. 


ARTICLE II.—PROFESSIONAL SERVICES OF 
PHYSICIANS TO EACH OTHER 


Sec. 1. Physicians should not, as a general rule, under- 
take the treatment of themselves nor of members of their 
family, in serious [cases] illnesses or accidents. In such cir- 
cumstances [they] physicians are peculiarly dependent on 
each other; therefore, kind offices and professional aid 
should always be cheerfully [and gratuitously] afforded 
without charge. [These visits] Such services ought not, 
however, to be obtrusively [made] rendered as they may 
give rise to embarrassment, or interfere with that free 
choice on which [such] confidence depends. 

Sec. 2. All practicing physicians and their immediate 
family dependents are entitled to the [gratuitous] services 
without charge of any one or more of the physicians resid- 
ing near them. 

Sec. 3. When a physician is summoned from a distance 
to the bedside of a colleague in easy financial circumstances, 
a compensation, proportionate to traveling expenses and pe- 
cuniary loss entailed by absence from the accustomed field 
of professional labor, should be made by the patient or 
relatives. 

Sec. 4. When more than one physician is attending an- 
other, one of the number should take charge of the case; 
otherwise the concert of thought and action so essential to 
wise treatment cannot be assured. 

Sec. 5. It is sometimes necessary for a physician to 
withdraw temporarily from daily professional labor and to 
appoint a colleague to act in his place. The colleague's 
compliance is an act of courtesy which should always be 
performed with the utmost consideration for the interest 
and character of the [family] physician whose place he is 
taking. 


ARTICLE III.—DUTIES OF PHYSICIANS IN 
REGARD TO CONSULTATION 


Sec. 1. Consultations should be promoted in difficult 
cases, as they contribute to confidence and enlarged views 
of practice. Especially should the physician be ready to act 
upon any desire of the patient for consultation, even though 
[he] the physician may not feel the need of it. A legally 
qualified physician, who enjoys [a] good moral and profes- 
sional standing in the community, should not be excluded 
from fellowship nor his aid rejected when it is desired by 
the patient in consultation, for the object of consultation is 
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to bring together the varied experiences and even different 
views, so that by comparison and discussion a just estimate 
of the condition of the patient and of the treatment required 
may be derived. But the physician may with propriety de- 
cline to meet a practitioner of whose inimical feeling toward 
himself or of whose general unfairness or inability in con- 
sultations he is satisfied. 

Sec. 2. The utmost punctuality should be observed in 
the visits of physicians when they are to hold consultations. 
The physician who first arrives should wait [for] a reason- 
able time, after which the consultation should be considered 
postponed to a new appointment. [If it be] The attending 
physician [he] may minister to the needs of the patient as 
usual, but [if it be] a [the] consultant [he] should retire 
without seeing the patient, except in emergency, or when 
called from a considerable distance, in which case he may 
examine the patient and give his opinion in writing, under 
seal, to be delivered to the attending physician. 

Sec. 3. In consultations no insincerity, rivalry or envy 
should be indulged, but candor, probity, and all the due re- 
spect should be observed [toward] between the physicians 
|in charge of the case] consulting. 

Sec. 4. All discussions in consultation should be held 
as confidential. No statement or discussion of the case 
should take place before the patient or friends, except in the 
presence of all physicians attending, or by their common 
consent; and no opinions or prognostications should be de- 
livered which are not the result of previous deliberations 
and concurrence. [Provided, that] However, in case of a 
disagreement, [the] a consultant’s opinion may be stated to 
the patient or his friends, at their request, in the presence 
of all physicians, or in the absence of the attending physi- 
cian if he refuses to be present. 

Sec. 5. No decision should restrain the attending physi- 
cian from making such subsequent variations in the mode of 
treatment as any unexpected change [in the character of the 
case] may demand, but at the next consultation, reasons for 
the variations should be stated. The same privilege, with its 
obligations, belongs to the consultant when sent for in an 
emergency during the absence of the [family] attending 
physician. 

Sec. 6. Because of individual differences in the opera- 
tive technique of physicians, [which the condition of the pa- 
tient or the natural perturbation of his friends renders it 
inadvisable to attempt to explain at this time,] the con- 
sultant should not treat the patient except in case of emer- 
gency or when requested to do so by the attending physi- 
clan. 

Sec. 7. It may happen that two physicians cannot agree 
[in their views of] about the nature of the case [and of] or 
the treatment to be pursued. In the event of such disagree- 
ment, a third physician should, if practicable, be called in. 
None but the rarest and most exceptional circumstances 
would justify the consultant in taking charge of the case. 
He should not do so merely on solicitation of the patient or 
friends. 


ARTICLE IV.—DUTIES OF PHYSICIANS IN CASE 
OF INTERFERENCE 


Sec. 1. Medicine being a liberal profession, those ad- 
mitted to its ranks should found their expectations of prac- 
tice especially on the character and extent of their profes- 
sional education. 

Sec. 2. [The physician in his intercourse with a patient 
under the care of another physician, should observe] The 
strictest caution and reserve should be observed in contacts 
with the patient of another physician; [should give] no dis- 
ingenuous hints relative to the nature and treatment of the 
patient’s disorder should be given, nor should [his] any 
conduct directly or indirectly tend to diminish the trust re- 
posed in the attending physician. 

Sec. 3. The same circumspection should be observed 
when, from motives of business or friendship, a physician 
[is prompted to] visits a person who is under the direction 
of another physician. Indeed, such visits should be avoid- 
ed/, except under peculiar circumstances,] when possible; 
and when they are made, no inquiries should be instituted 
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relative to the nature of the disease or the treatment, but 
the topic of conversation should be as foreign to the case as 
circumstances will admit. 

Sec. 4. [A] An osteopathic physician ought not to take 
charge of or treat a patient who has recently and in the 
same illness been under the care of another osteopathic 
physician, [in the same illness,] except in the case of a sud- 
den emergency, or in consultation with the physician pre- 
viously in attendance, or when that physician has relin- 
quished the case or has been dismissed in due form. 

Sec. 5. The physician acting in conformity with the 
preceding section should not make damaging insinuations 
regarding the practice previously adopted, and, indeed, 
should justify it, if consistent with truth and probity. [for 
it often happens that patients become dissatisfied when they 
are not immediately relieved, and, as many diseases are nat- 
urally protracted, the seeming want of success, in the first 
stage of treatment, affords no evidence of a lack of profes- 
sional knowledge or skill.] 

Sec. 6. When a physician is called to an urgent case 
because the family attendant is not at hand, [unless assist- 
ance in consultation is desired,] he should resign from the 
case [of the patient] immediately on the arrival of the 
[family] physician previously in charge of the case, unless 
retained for consultation. 

Sec. 7. It often happens in [cases of] sudden illness, 
{and of] accidents and injuries[, owing to the alarm and 
anxiety of friends,] that several physicians are simultaneous- 
ly summoned. Under these circumstances, courtesy should 
assign the patient to the first who arrives, [and] who, if 
necessary, may invoke the aid of some of those present. [In 
such a case.] However, the acting physician should request 
that the family physician be called and should withdraw 
unless requested to continue in attendance. 

Sec. 8. [Whenever] A physician [is] called to the pa- 
tient of another physician in his absence [the case] should 
[be relinquished] upon his return relinquish the patient. 

Sec. 9. When a physician who has been engaged to at- 
tend an obstetric case is absent and another [is sent for] 
attends the delivery, [being accomplished during the vi- 
carious attendance,| the acting physician is entitled to the 
professional fee, but must resign the patient on the arrival 
of the physician first engaged. 


ARTICLE V.—DIFFERENCES BETWEEN 
PHYSICIANS 


Sec. 1. Diversity of opinion and opposition of interest 
may sometimes occasion controversy and even contention. 
Whenever [such disagreements] they occur and cannot be 
immediately adjusted, they should be referred to the com- 
mittee on ethics and censorship of the divisional society for 
arbitration and settlement, with right of appeal from [this] 
the decision [to] at the next regular business session of the 
divisional society. The commission of libel or slander by 
one member of the profession against another is unethical. 


Sec. 2. A peculiar reserve should be maintained by 
physicians toward the public in regard to some professional 
questions, [and as there exist many points in ethics and eti- 
quette through which the feelings of physicians may be 
painfully assailed in their intercourse, and] which may be 
misunderstood or not fully appreciated by general society. 
Neither the subject matter nor [their] differences arising 
from it, nor the adjudication of [the] arbitrators should be 
made public. 


ARTICLE VI—COMPENSATION 


Sec. 1. The [peculiarly insistent character] importance 
of the needs arising from the ravages of disease calls for the 
frequent rendering of [gratuitous] services without charge, 
[with a frequency not exceeded in any other profession,] 
but justice requires that some limits should be placed to 
their performance. Poverty, mutual professional obliga- 
tions, and certain of the public duties named in Chapter III 
should always be recognized as presenting valid claims for 
[gratuitous] services without charge; but neither institu- 
tions endowed by the public, [or] by [the rich] philan- 
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thropy, or by societies for mutual benefit, for [life] insur- 
ance, or for analogous purposes, nor any profession or oc- 
cupation can be admitted to possess such privilege. 

Sec. 2. It cannot be justly expected that physicians 
furnish certificates of inability to serve on juries or to 
perform military duty, [to] or testify to the state of health 
of persons wishing to insure their lives, obtain pensions, 
or the like, without due compensation, [But] except to 
persons in indigent circumstances. To them such services 
should always be cheerfully and freely accorded. 

Sec. 3. Some general rules should be adopted by the 
physicians in every town or district relative to [the] mini- 
mum [pecuniary acknowledgement from their patients] 
fees; it should be deemed a point of honor to adhere to 
these rules with ‘as much uniformity as varying circum- 
stances will admit. 

Sec. 4. It is derogatory to professional character for 
physicians to pay or offer to pay commissions to any person 
whatsoever who may [recommend] refer to them patients 
requiring general or special treatment or surgical operations. 
It is equally derogatory to professional character for phy- 
sicians to solicit or receive such commissions. 


Chapter III.—The Duties of the Profession 
to the Public 


Sec. 1. A full discharge of their professional duty 
[would] requires that physicians [should] endeavor to en- 
lighten and warn the public as to the great injury to health 
and destruction of life arising from the ignorance and pre- 
tensions of charlatans and from the effect of any system of 
treatment not based on a thorough knowledge of the human 
body in health and disease. [and from the effects of all so- 
called curative drugs, the evil of their effects differing only 
in degree, whether in the regular prescription or its logical, 
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Acute spontaneous cerebral 
vascular accidents 
in young normotensive adults 


P EIGHTEEN SELECTED CASES of acute spontaneous cerebral 
vascular accidents in young normotensive adults are presented 
in the November 1956 issue of Archives of Internal Medicine 
by Bertram E. Sprofkin, M.D., and Hubert H. Blakey, M.D. 

It is well known that cerebral thrombosis and intracerebral 
hemorrhage occur most often in the fifth to eight decades of 
life. When an apoplectic onset of a neurologic disorder occurs 
in a normotensive person under the age of 40, the etiologic 
diagnosis, therefore, is of more than ordinary interest to the 
neurologist. 
cerebral vascular accidents in the younger age group, no longer 
has etiologic significance in this penicillin era. Likewise, wide- 
spread use of arteriography has made impossible a glib diag- 
nosis of multiple sclerosis. 

In this study, seventeen of the patients were under 40 
years of age and one patient was 41. None of the patients 
was found to have clinical evidence of hypertensive vascular 
disease. The diagnoses reveal a varied etiology: disseminated 
lupus erythematosus, scleroderma, thromboangiitis obliterans, 
thrombotic thrombocytopenic purpura, fibrinogenopenia of preg- 
nancy, postmeasles hemiplegia, subacute bacterial endocarditis, 
angiomatous malformation, postpartal cerebral venous throm- 
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Syphilis, once thought to be a common cause of . 


even though illegitimate outgrowth, the self-prescribed ethi. 
cal proprietary preparation, or the vicious patent nostrum. } 

Sec. 2. As good citizens, it is the duty of physicians to 
be [very] vigilant for the welfare of the community, and 
to bear their part in sustaining its laws, and institutions 
[and burdens]; especially should they [be ready to] co- 
operate with the proper authorities in the administration 
and observation of sanitary laws and regulations. [and 
they] Physicians should [also] be ever ready to give coun- 
sel to the public in relation to subjects especially appertain- 
ing to their profession. [as on questions, of sanitation, 
police, public hygiene and legal medicine.] 


Sec. 3. It is the province of physicians to enlighten the 
public in regard to quarantine regulations [to the location, 
arrangement and dietaries of] and hospitals, asylums, 
schools, prisons and similar institutions. In [regard to 
measures for the prevention of] epidemic and contagious 
diseases, [and when pestilence prevails] it is their duty to 
face the danger and to continue their labors for the allevia- 
tion of the suffering [people] even at the risk of their own 
lives. 

Sec. 4. Physicians, when called on by legally consii- 
tuted authorities, should [always] be ready to enlighten 
inquests and courts of justice on [subjects such as involve] 
questions relating to sanity, legitimacy, [murder] homicide 
or assault by poison or other violent means, and various 
other subjects embraced in the science of medical juris- 
prudence. It is but just, however, for them to expect due 
compensation for [their] such services. 

Sec. 5. It is the physician’s professional responsibility 
and duty to advise against devices, methods of treatment, 
or medications that have been specifically condemned by 
[divisional societies or] the American Osteopathic Associa- 
tion or that have been refused the right of advertising in 
the pages of the Association’s [our] official publications. 


Literature 


bosis, spontaneous subcortical hematoma, and syphilis, as well 
as cerebral thrombosis of unknown origin. 

The frequency of thrombosis of the carotid arteries in the 
young normotensive adult is brought out strongly in this study. 
Also, it is concluded, premature arteriosclerotic vascular 
changes constitute the most important pathogenetic factor in 
the etiology of spontaneous cerebral vascular accidents in young 
normotensive adults. 


The office evaluation of 
the patient with heart disease 


> accorpiInG TO Theodore N. Pullman, M.D., in the January 
1957 issue of the Medical Clinics of North America, transient 
elevations of blood pressure occur in some persons simply in 
response to the emotional stress of examination, so that several 
visits may be required for a true diagnosis. Also, hypertensive 
disease sometimes exists without elevation of pressure. Al- 
though this is said to be particularly true of essential hyper- 
tension, it occurs in hypertension of any etiology. Hypertensive 
disease is sometimes diagnosed when the elevation of pres- 
sure is solely or predominantly in the systolic component. This 
occurs oftenest in elderly patients with arteriosclerosis but is 
seen in aortic insufficiency, thyrotoxicosis, arteriovenous ‘is- 
tula, and Paget’s disease of bone. 
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Though essential hypertension is the commonest kind of 
hypertensive disease, this should be considered a diagnosis of 
exclusion. A thorough history and physical examination are 
important in differential diagnosis for the information they 
give on any underlying disease that may have caused the hyper- 
tension. Urinalysis may show moderate albuminuria and show- 
ers of small hyaline and finely granular casts that sometimes 
occur in congestive heart failure. Short, dark, broad casts 
and waxy casts suggest long-standing renal disease. Bire- 
fringent fat droplets, free-floating and in cells and casts, may 
be found in chronic glomerulonephritis, intercapillary glomer- 
ulosclerosis, periarteritis nodosa, and renal amyloidosis. Some 
patients with low-grade, slowly progressive chronic atrophic 
pyelonephritis or with clinically significant unilateral renal dis- 
ease may show almost no urinary abnormalities. In essential 
hypertension renal function tests are usually normal. The 
2-hour urea clearance and the 15-minute phenolsulfonphthalein 
excretion test are of equal value. Intravenous pyelography is 
chiefly valuable for the detection of unilateral renal disease. 
Since this may cause hypertension and the hypertension may 
disappear after the diseased kidney is removed, pyelography 
is warranted except in elderly patients, those with extensive 
vascular sclerosis, hypertension of long duration, and those 
with depressed renal function, all of whom run a risk from 
sudden lowering of pressure due to vasodilation. 

Pheochromocytoma may mimic the course of essential or 
malignant hypertension, and since it is potentially curable, it 
should be differentiated from other forms of hypertension. If 
there is no evidence of hypermetabolism, hyperglycemia, ab- 
dominal masses, or neurofibromatosis, the physician must rely 
heavily on pharmacologic tests to detect pheochromocytoma. 
The drugs used are “provocative,” that is, producing a pressure 
rise in patients with pheochromocytoma, and “depressor,” pro- 
ducing a pressure fall in those without pheochromocytoma. 
Drugs used in the former group are histamine, tetraethylam- 
monium chloride (Etamon), methacholine (Mecholyl), piper- 
oxane hydrochloride (Benodaine), and phentolamine (Regitine). 
Phentolamine is considered the safest of these drugs, but all 
of them involve some risk and should not be used in the aged 
or sclerotic patient with long-standing hypertension. 

Marked hypoalbuminemia or hyperglobulinemia are ab- 
normalities of the plasma proteins that characterize the dis- 
orders producing the nephrotic syndrome. These disorders, 
notably chronic glomerulonephritis and intercapillary glomer- 
ulosclerosis, may also cause hypertension. Hypokalemia and 
alkalosis may indicate the adrenocortical hyperactivity of Cush- 
ing’s syndrome. Elevated blood urea usually indicates severe 
impairment of renal function. Blood glucose is usually elevated 
in Cushing’s syndrome and intercapillary glomerulosclerosis. 

In determining prognosis, the direction of the disease is 
estimated by considering the present organ damage, and the 
velocity of the process involves relating the amount of dam- 
age to the time period over which it was produced. More sig- 
nificant than the mere height of pressure are its lability and 
its basal level. The extent of hypertensive retinopathy is a 
rough index of the state of the arterioles elsewhere in the 
body. Serial electrocardiograms and roentgenograms are an 
aid in judging the severity of the hypertensive disease by show- 
ing the extent of organ damage caused by it. 


Clinical results and 

follow-up studies in a 

personal series of 

300 operations for parkinsonism 


> IN THE DECEMBER 1956 issue of the Journal of the American 
Geriatric Society, Irving S. Cooper, M.D., reports the results 
of occlusion of the anterior choroidal artery and of chemopal- 
lidectomy in 300 patients. In the 55 patients in whom anterior 
choroidal artery occlusion was performed, resting parkinsonian 
tremor was virtually abolished in the extremities contralateral 
to the occluded artery in 65 per cent. Rigidity was markedly 
alleviated or abolished in 75 per cent of the cases of success- 
ful occlusion of the artery. Relief has been maintained in 
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the follow-up period of from 1 to 4 years. The mortality risk 
from this operation is 10 per cent, and the risk of enduring 
hemiplegia is 8 per cent. The operation must be limited to pa- 
tients under 55 and is best suited for far-advanced cases with 
great disability. 

In chemopallidectomy it was found that the immediate 
relief of contralateral tremor and rigidity that occurred in 85 
per cent of cases was due not only to the neurolytic effect of 
the alcohol injected but also to the compressional, concussional, 
or edema effect in adjacent neurons and nerve fibers. It was 
therefore decided to allow the cannula to remain in the brain 
for 7 to 10 days after operation. After this, if symptoms recur, 
as they do in about 5 per cent of patients, a second or third 
injection is made through the indwelling cannula. When the 
cannula is removed, 80 per cent of patients are still relieved 
of contralateral tremor and rigidity. By the eighth postoper- 
ative week, the proportion of patients who have maintained 
excellent relief has been reduced to 75 per cent, but these pa- 
tients are almost assured of lasting results. In this series, 
70 per cent of 245 patients undergoing chemopallidectomy have 
had relief for 3 to 24 months. In addition, in almost all cases 
in which painful cramps occurred in the affected extremities 
there was complete relief, so that such cramps accompanying 
rigidity are considered a prime indication for operation. 

The complications of chemopallidectomy were a mortality 
rate of 2.8 per cent, incidence of hemiplegia of 2 per cent, and 
transient confusion or emotional distress in about 15 per cent. 
The over-all incidence of severe postoperative complications 
(including death, hemiplegia, or mental or intellectual ab- 
normalities) is 6 per cent. The status of patients who under- 
went surgery in this series was found to be invariably better 
than that of a similar group from the same clinic who were 
not operated on and in whom the progression of disabling 
symptoms was relentless. 

The author concludes that chemopallidectomy is a relatively 
simple, accurate, safe, and rewarding technic offering con- 
siderable benefit to a large number of parkinsonian patients. 
However, he emphasizes that it requires a great deal of time 
and attention, both to problems of surgical technic and to 
problems of parkinsonism with its many ramifications. 


Movement in 
diagnosis and treatment 


> IN THE OCTOBER 13, 1956, issue of The Journal of the Amer- 
ican Medical Association, Frances Baker, M.D., discusses the 
role of movement in physical diagnosis and in the treatment of 
locomotor dysfunction. 

Motion is the essence of life. When rhythm of move- 
ment is disturbed, it becomes a handicap to the individual. The 
desire to reduce or correct the pathologic condition or to re- 
educate the patient in a pattern of movement has resulted in 
many types of research. For example, the simultaneous use 
of the motion picture and the electromyograph has revealed 
much about the mechanism of locomotion. Such information 
not only adds to the general fund of knowledge but has 
changed many previous concepts regarding locomotion. 

Important contributions also have been made in the area 
of new and improved mechanical apparatus. The use of elec- 
trical currents has made possible many valuable diagnostic 
tests, and new equipment for the production of heat, light, 
and electrical stimulation and mechanical forces have insured 
improved therapeutic measures. 


Beyond the information that research can provide con- 
cerning motion and aside from the basic principles that can 
be learned by word of mouth or from the printed page, the 
doctor of physical medicine must develop a keen sense of ob- 
servation and, even more important, a fine sense of feel and 
of manual dexterity. This is a field in which the doctor 
actually learns to work with his hands when treating his pa- 
tients. The variations in the reactions of the patients come 
to be as much felt as recognized by routine signs. The doc- 
tor’s ability to apply the movements of the body in such a 
way as to obtain therapeutic results, as well as diagnostic evi- 
dence, is a refined art of medicine. 
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Hip dislocation 
in cerebral palsy 


> IN THE DECEMBER 1956 issue of The Journal of Bone and 
Joint Surgery, Mihran O. Tachdjian, M.D., and William L. 
Minear, M.D., report on a series of 590 cerebral palsy pa- 
tients among whom 25 (4.24 per cent) had dislocation or sub- 
luxation of the hip. Eight of the 25 were affected bilaterally 
and 17 unilaterally. There were 13 males and 12 females. The 
age range was from 2 to 10 years, with one 18-year-old patient. 
Thirteen could bear weight and 12 could not. Twenty-three 
of the 25 had spasticity. Of the total group of 590 patients, 
69 per cent were spastic, 19 per cent athetoid, and 12 per cent 
had other types of* cerebral palsy. Of the 25 patients, 6 pa- 
tients (with 7 affected hips) had an acetabular index above 
25 degrees. Conservative treatment and prophylaxis consisted 
in use of the abduction-internal rotation splint and of the 
Frejka pillow for infants, passive stretching of hip adductors 
and internal rotators, and establishment of an automatic reflex 
to cerebral-zero hip abductors to increase their motor strength 
and establish a dynamic balance. Operative treatment con- 
sisted in (1) adductor tenotomy or obturator neurectomy fol- 
lowed by closed reduction of the hip and splinting in abduction; 
(2) open reduction and shelf operation; and (3) osteotomy 
to correct coxa valga or derotational osteotomy, if marked 
anteversion was present, or both. Of the 8 patients treated 
conservatively results were good in 3 who had mild to mod- 
erate subluxation of the hip. Of the 17 treated surgically, 
results were good in 14, of whom 12 had undergone obturator 
neurectomy or adductor tenotomy and closed reduction. The 
authors feel that dislocation of the hip in cerebral palsy is 
preventable and that every child with spastic lower limbs 
should be regarded as having potential subluxation or dis- 
location of the hip. 


Shoe pad for treatment 
of calcaneal spur 


P THE PAINFUL HEEL that shows a calcaneal spur roentgeno- 
graphically is often considered a surgical problem. The condi- 
tion is caused by plantar fasciitis and occasionally by a bursitis 
between the fascia and the calcaneal spur. G. W. N. Eggers, 
M.D., in the January 1957 issue of The Journal of Bone and 
Joint Surgery, describes a comma-shaped shoe pad that relieves 
pressure on the painful area, and which has eliminated the need 
for surgery in his patients. The pad relieves pressure and 
lessens strain on the medial aspect of the calcaneus where the 
medial plantar fascia is inserted into the area of the spur. 
The pad must be of sufficient height to prevent pressure on the 
spur, and, although it may be of any material, sponge rubber 
one half inch thick has been found most satisfactory. 


So-called spastic flatfoot 


P IN THE NOVEMBER 1956 issue of Postgraduate Medicine, 
Robert W. Newman, M.D., discusses a distinct clinical entity 
that has been variously called spastic flatfoot, peroneal spastic 
flatfoot, spasmodic flatfoot, contracted flatfoot, rigid flatfoot, 
and even the tonsil flatfoot of Trethowan. This syndrome is 
entirely different from the fixed flatfoot deformity that de- 
velops from untreated relaxed flatfoot, although it is usually 
included in that group. The contour and form of the involved 
foot are frequently normal with and without weight bearing. 
The cardinal features are weight-bearing pain associated with 
moderate to complete restriction of motion in the subtalar and 
midtarsal joints of a growing child. There is frequently an 
associated spasm or contraction of the musculature controlling 
the lateral balance of the foot, which occurs more commonly 
or more markedly in the peroneal muscles and which is par- 
ticularly evident when tarsal motions cause pain. This spasm 
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’ —only about 2 per cent. 


is often an early symptom, but later what appears to be a 
spasm is in reality a contraction or fixed shortening of the 
pronator muscles associated with structural changes in all the 
soft tissues and is secondary to persisting malalignment. 

The functional incompetence arises from abnormal dis- 
tribution of weight-bearing stresses in the midtarsal and sub- 
talar joints caused by a congenital abnormality consisting of 
a bony bar or bridge, complete (synosteosis), or incomplete 
(syndesmosis), extending between and uniting either the 
navicular bone and calcaneus or the talus and calcaneus. .\ 
provisional diagnosis can be established on the basis of flatfoot, 
pain, aching, discomfort, and easy fatigability early in life, 
occurring usually when weight is put on the involved foot, and 
marked to complete restriction of motion of the two major 
tarsal joints. Attempts to elicit motions in these joints caus: 
pain. In addition to routine roentgenographic studies, oblique 
projections should be made to visualize the talonavicular joint, 
and an axial projection should also be made with the tube tilted 
to a 45 degree angle to the plane of the cassette and directed 
toward the back of the heel. 

In order to establish a more normal distribution of static 
and dynamic stresses and possibly to forestall the development 
of degenerative and osteoarthritic changes, surgery is recom- 
mended as the only permanent method. Simple excision of the 
bony bar should be done in all early cases. When the bar is 
not observed until later and is associated with advanced os- 
teoarthritic changes in the involved tarsal joints, surgical 
arthrodesis is indicated. Conservative measures include sup- 
port and protection of the joints by an immobilization apparatus 
that would partly absorb the painful strains. 


Pathologic calcification— 
fact and fancy 


P THE BASIC MECHANISM involved in any single type of patho- 
logic calcification is unknown. In the January 15, 1957, issue 
of the New York State Journal of Medicine, Roger Baker, 
M.D., describes a study of renal calculous disease undertaken 
in an attempt to find a single, fundamental process in stone 
formation. The renal variant was chosen for study because 
more is known about its etiology than about any other form 
of pathologic calcification and because a number of apparently 
unrelated factors can cause the condition. Of patients who 
form a renal calculus, 91 per cent never have a recurrence. 
However, the rate has not been reduced in the last 16 years, 
despite the use of modern antibiotic and chemotherapeutic 
drugs and the use of various diets in an attempt te reduce 
recurrence. 

Hypercalcemia, hypercalciuria, or hypercrystalluria and 
factors that decrease the solubility of calcium salts are con- 
tributory but not true etiologic factors in the formation of 
real calculi, since excess saturation cf urine or any other solu- 
tion with a crystal causes crystals and not a stone. The etiologic 
factor appears to be the specific cohesive material in the urine 
which causes the crystals or crystalloids to adhere to one 
another. Although about 5 to 15 per cent of patients with 
renal calculous disease have hyperparathyroidism, only about 
50 per cent of patients with hyperparathyroidism develop renal 
calculi or nephrocalcinosis. Removal of a parathyroid adenoma 
prevents recurrence of a stone, probably on the basis of ces- 
sation of alterations in the renal tubule connective tissue matrix 
rather than by simple elimination of hypercalcemia or hyper- 
calciuria. The incidence of stone formation in patients im- 
mobilized for long periods is much less than has been imagined 
If such patients can demineralize their 
bone, it is possible that they can release into the serum and 
excrete into the urine certain mucoproteins from the bone matrix 
which could bind these freed calcium salts in the renal tubules, 
calices, or renal pelvis to produce renal calculous disease. Only 
7 to 10 per cent of patients with obstructive uropathy actually 
have calculi. Since most of these patients also have urinary 
tract infection, it cannot be stated definitely whether the o'- 
structive uropathy or the infection causes the stone formation. 
Since available statistics do not support the theory that infec- 
tion is a cause of stone formation, it is probably only a con- 
tributing factor or a trigger mechanism necessary for acti\a- 
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tion of a stone-forming process already present. Only 11 to 
23 per cent of patients with gout form stones. An increased 
concentration of uric acid crystals in the urine is not, therefore, 
the essential factor in formation of a uric acid stone in the 
patient with gout. Some cohesive mucoprotein must be pres- 
ent in the urine to make the uric acid crystals adhere to each 
other and to the protein. Cystinuria, dehydration, and dietary 
excesses and deficiencies all appear to be contributing rather 
than primary causes of stone formation. 

It appears that the renal variant of pathologic calcification 
is essentially a connective tissue matrix disease. The following 
factors are necessary for stone formation: (1) presence of 
calcium and phosphorus in the serum or urine, but not neces- 
sarily in amounts either larger or smaller than normal; (2) 
some factor to convert specifically the renal tubule connective 
tissue matrix mucopolysaccharide to a calcium-bindable muco- 
protein; (3) specific contributory factors such as dehydration, 
specific infections, and others mentioned above; (4) time. From 
the therapeutic standpoint, no dietary management appears ef- 
fective except restriction of large intake of milk or milk 
products. Treatment is directed toward discovering an under- 
lying “causative factor,’ such as  hyperparathyroidism, 
-ystinuria, or gout, elimination of this factor where possible, 
increasing solubility of urinary crystalloids, and management 
of contributory factors. 


A new approach to the 
emergency treatment of sickness 
caused by narcotic withdrawal 


> IN THE JANUARY 1957 issue of The Illinois Medical Journal, 
Eugene F. Carey, M.D., states that there are four ways of 
bringing on a withdrawal sickness. One is by the patient’s de- 
sire to reduce his dosage, the second follows a supply panic 
caused by unexpected pressure or a raid by enforcement officers, 
the third is by entrance into a sanitarium, and the fourth by 
jailing of the addict. In the Chicago police department, records 
were kept on 300 temporarily detained drug-taking prisoners. 
The prisoners received an initial dose of two 1 mg. tablets of 
Serpasil (Rauwolfia serpentine), which was repeated in 4 hours 
if necessary. The heroin addicts ranged in age from 18 to 30 
and were mostly colored women; the morphine group consisted 
chiefly of white women 30 years of age or older. The experi- 
ment was limited to a few hours daily because of the transfer 
of prisoners to other locations. It was found that the drug took 
effect within 11%4 to 2 hours and that the morphine addict re- 
sponded more rapidly than did the heroin addict. Marihuana 
users were readily influenced by Serpasil, as were alcoholics, 
and the dose for each was smaller. A placebo did not produce 
the same effect as Serpasil. The author concludes that Serpasil 
warrants further investigation by police departments and other 
institutions concerned with the narcotic problem, especially those 
limited by time and law in the method of treatment, since the 
addicts are apparently made calmer and more cooperative, and 
since withdrawal sickness seems to be prevented by Serpasil. 


The results of combined 
drug therapy and early fusion 
in bone tuberculosis 


P SEVENTEEN PATIENTS with bone tuberculosis treated by com- 
bined streptomycin, para-aminosalicylic acid, and isonicotinic 
acid hydrazide are reported on by Albert R. Allen, M.D., and 
Andrey W. Stevenson, M.D., in the January 1957 issue of The 
‘ournal of Bone and Joint Surgery. Adults received 1 gm. of 
streptomycin sulfate intramuscularly twice a week; children 
under 12 received 0.5 gm. by the same route twice a week. 
Isonicotinic acid hydrazide was given to all patients on the 
basis of 4 mg. per kilogram of body weight adjusted to the 
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nearest 50 mg. tablet. Sodium para-aminosalicylate was given 
in a dose of 10 grams in solution to adults, with the dose scaled 
down for children, according to weight. Patients ranged in age 
from 1 to 52 years, and the average was 26, they were hospi- 
talized for an average of 237 days; and they received chemo- 
therapy for an average of 72 days before they were ready for 
surgery. Although the hospitalization lasted on the average 
about 2 months longer than the average of 180 days for the 
patients with pulmonary disease, surgery was performed about 
2 months sooner on patients with bone tuberculosis. 

Thirteen of the 17 patients had involvement of more than 
one system; 11 had pulmonary tuberculosis, 5 had active pri- 
mary infections, 2 had active reinfection of pulmonary tubercu- 
losis, and 4 had inactive pulmonary reinfection. Diseased sinuses 
were present in 6 of the patients who underwent fusion. There 
was no pseudarthrosis, and all sinuses remained closed after 
fusion. Patients with peripheral bone and joint involvement 
were operated on to establish diagnosis, and all weight-bearing 
joints were fused intra-articularly. These wounds healed by 
primary intention, and with no sinus formation. All patients 
but one were followed for 12 to 40 months, with 28 months the 
average. All have returned to their former occupations regard- 
less of the physical activity involved. The criteria for a suc- 
cessful result were roentgenographic evidence of bone fusion 
and no increase in the deformity and evidence of subjective 
health, with no fever, no muscle spasm or pain, no sinuses, and 
no motion through the site of fusion on hyperflexion, hyperex- 
tension, and lateral bending. 

In establishing positive diagnoses in 70 per cent of their 
cases without laminectomy, the authors consider their results 
above average. If bone lesions are not adequately treated the 
infection will progress, and eventually there will be miliary 
spread to other organs. With use of the three drugs there was 
no miliary or local spread even though fusion was done early in 
treatment. Thus it seems logical to treat bone tuberculosis with 
the same drugs recommended for other types of miliary tuber- 
culosis. It was found, however, that culture from extrapulmo- 
nary tuberculosis was positive in a large percentage of patients 
despite chemotherapy; therefore the authors conclude that 
therapy with the three drugs is less effective in retarding the 
advance of extrapulmonary lesions than it is in sterilizing pul- 
monary tuberculosis. 


The influence of shoes 
on deportment and gat 


P WRITING IN THE January 1957 issue of Postgraduate Medi- 
cine, Svend M. Clemmesen, of the Department of Physical 
Medicine, Kommunehospitalet, Copenhagen, says that the archi- 
tecture of the shoe determines to a large extent a person’s 
posture and gait. Although the raising of the hind foot through 
the heel of the shoe may be of advantage during level walking 
and while standing on hard surfaces, a wrongly constructed 
heel may cause the foot to slide forward and downward in the 
shoe so that the forefoot is overloaded. Thus the heel of the 
shoe should have a shallow hollow and so slight an inclination 
that it will prevent the foot from sliding forward. The heel 
should be built and placed so that the main loading line during 
standing and weight bearing should hit the heel directly and 
preferably in the middle. A heel built on these principles may 
absorb the excess of the weight exerted by a person in the 
standing position, and the anterior arch may bear almost no 
weight. 

Soon after heel contact, the outer part of the shoe and foot 
touches the ground, so that the outward wall of the counter and 
the outer part of the waist of the shoe are maximally loaded. 
The outer wall of the counter should leave the tuberositas of 
the fifth metatarsal bone free but provide support just behind 
it on the cuboid bone and on the os calcis (especially the fore 
part). Seen from above the outer wall of the counter should 
in this part be almost parallel to the axis of the foot, and it 
should thus direct the whole foot slightly medialward in the 
shoe. In the last part of the stance phase the heel is elevated 
and the weight displaced rapidly forward to the balls of the 
first and second toes. The shank should not be so long that it 
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prevents the break of the sole, and the toe of the shoe, espe- 
cially the toecap, should allow the first toe to work and not 
force it lateralward. In the toe-off phase the conformity be- 
tween the outline of the front of the insole and the forefoot 
in tiptoe position is especially important, as well as the me- 
chanics of the vamp, which are determined by stitching and 
material. Thus the architecture and position of the heel and 
the functional axis of the shoe are just as important as the 
fitting of the front and width of the shoe. 

Some of the criteria for fitting shoes are that the inner 
outline of the shoe seen from above should be rather straight 
except for a curve to provide room for the muscles at the 
base of the big toe, and that the tip of the shoe should follow 
the outline of the loaded foot. Also, the shank should be rather 
hard and support the longitudinal arch in front of the heel but 
not so hard as to prevent the break of the sole. 

The author maintains that no certain foot angle can be 
called normal, as the angles between the axes of hip, knee, and 
ankle joints vary widely with individuals. The fundamental 
law is that the axis of the knee should be kept in the frontal 
plane to obtain alignment of the leg during gait. 


Drug addiction and other 
considerations in the management 
of pain with narcotic drugs 


> accorpinc To Robert L. Faucett, M.D., in the February 6, 
1957, issue of the Proceedings of the Staff Meetings of the 
Mayo Clinic, there are probably no more than 60,000 drug ad- 
dicts in the whole United States. Although addiction does not 
thus assume the proportions of an epidemic disease, problems 
arise frequently because physicians are unaware of the pitfalls 
in the symptomatic management of pain and the complications 
of long-term management with narcotic drugs. About 20 per 
cent of addicts admitted to the hospital for treatment of nar- 
cotic addiction at Lexington, Kentucky, are what might be 
called “medical” addicts. Their addition was caused by adminis- 
tration of drugs for therapeutic purposes, and they are almost 
wholly dependent on physicians for their continuing supply. 

Organic pain should not be distinguished from psychogenic 
pain, since in the final analysis pain is a psychic phenomenon. 
In treating chronic pain the physician should first try nonnar- 
cotic medicaments, consultation with specialists, physical and 
radiation therapy, anesthetic block, and surgical procedures. He 
should also consider the patient’s life setting and realize the 
emotional changes that arise with pain, such as increased de- 
pendency needs, self-centeredness, and secondary gain. The 
physician who fails to recognize the emotional needs of his pa- 
tient finds it necessary to administer narcotics more frequently, 
and, because he offers nothing else, tends to make the use of 
such drugs essential to his patients. 

The author defines addiction by three phenomena that are 
associated with it. The first is physical dependence. Morphine 
in 4% grain doses given 6 times a day for 3 weeks will cause 
this kind of dependence in most persons. The second phenome- 
non is psychologic dependence. This arises chiefly when the 
patient discovers he is relieved of psychologic tension and the 
need for adaptive behavior by use of the drug. Psychologic 
dependence often precedes physica! dependence, and the patient’s 
pain does not follow a course typical for the supposed illness. 
The development of tolerance is the third phenomenon. This is 
simply the gradually increasing need for more of the drug to 
achieve the same effect. Although tolerance by itself may not 
be an indication of addiction, it signifies that the management 
plan is not working satisfactorily. 

Since tolerance usually precedes psychologic and physical 
dependence the physician must guard against it by carefully 
choosing a drug according to the nature of the pain to be con- 
trolled. A quick-acting drug with short action should be given 
for intermittent pain and a longer acting drug that requires 
fewer doses should be used for pain that is relatively continu- 
ous. The physician should, however, be sure to give enough 
of the drug to obtain the desired effect so as to keep the pa- 
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tient’s trust in him. Also, the oral route should be used when 
possible, since the hypodermic route is more likely to cause ad- 
diction for psychologic reasons. 

The euphoria-producing property of morphine should limit 
its use in persons in whom there are signs of psychologic pre- 
disposition to the relief of tension. The meperidine group of 
drugs, of which the prototype is Demerol, is perhaps the most 
frequently misused, apparently because of the widespread, but 
false, belief that it has a low addiction potential. Although it 
is quick-acting and short-acting, it requires more frequent 
doses, and thus tolerance develops quickly. Its toxic side-effects 
are much more physically impairing than those of any of the 
other narcotics, and they may be produced by as little as 400 
mg. per day for 5 days. The prototype of the morphinelike 
drugs, Levodromoran, is long-acting and acts through dulling 
the sensorium. Tolerance develops very slowly. It is excellent 
for hospital cases in which a week or more of administration is 
expected and in which pain is continuous. The methadone group 
causes a very mild addiction syndrome, so that it is recom- 
mended for substitution therapy in withdrawal from morphine, 
Demerol, or other drugs to which the patient is already ad- 
dicted. The author states, however, that tolerance to one drug 
increases tolerance to all, so that switching drugs to avoid 
addiction is useless. Adjunctive drugs such as chlorpromazine 
(Thorazine) or barbiturates may be used in the management 
of pain, but it should be remembered that the latter group can 
cause addiction. 

The physician has the same responsibility to the patient for 
medical narcotic addiction as he would have for any other 
therapeutic complication. However, if hospital care is not pos- 
sible or if administration of the drug is not limited to the 
physician only and if the patient will not accede to the physi- 
cian’s treatment plan, it is both ethically and morally sound to 
dismiss the patient from one’s care. 


A new use of appendicostomy 
in colon surgery 


P APPENDICOSTOMY with suction is the simplest decompression 
procedure that may be used on the colon, according to I. Henry 
Einsel, M.D., in the February 1957 issue of The American 
Journal of Proctology. The location of the abdominal incision 
depends on the part of the colon that is to be resected. The 
method may be used even in a combined resection, if the patient 
is a poor risk, or in any place up to and including the trans- 
verse colon. After the pathologic area has been resected, pri- 
mary anastomosis may be performed. The appendix is dis- 
sected free and a stab wound made in the anterior abdominal 
wall in a location where there is no tension on the appendix. 
The appendix is pulled through the wound so that an inch and 
a half lies above the abdominal wall. The appendix is securely 
sutured to the anterior abdominal wall and is then cut to about 
14 to % inch above the skin. A number 16 to 18 or 20 French 
rubber catheter is placed through the appendix into the ascend- 
ing colon. In 1 or 2 hours suction may be reapplied and de- 
compression will occur. The simple Wagensteen old-type gravity 
method, the Chaffin type, or the Babcock decompression motor 
may be used for suction. Suction is used for 1 hour and then 
stopped for 2 hours. After the first 24 hours the catheter is 
irrigated with saline solution. The advantages of the appen- 
dicostomy suction are that it can be used in older patients who 
do not withstand multiple surgical procedures well; the patient 
¢o-operates more readily since he has only one operation to 
undergo; and early ambulation is possible since the suction can 
be used with the patient sitting. If there is difficulty or compli- 
cation at the suture line adequate decompression can be imme- 
diately obtained; and if there is a question of obstruction 2! 
the site of anastomosis, the answer can be found by use of 4 
vegetable dye as a saline Murphy drip in the rectum, which wi!! 
appear in about an hour in the appendicostomy siphonage if the 
anastomosis is adequate. In the author’s series of 26 cases, 29 
involved colon resection with primary anastomosis end-to-en:, 
side-to-side, or side-to-end. There were no deaths, although 


Journat A.O.A. 


- 
= 


